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Ask, too, about Mealpack’s popular line 
of Redi-Serv Tray Carts. Available in 
four tray capacities: 21, 24, 27 and 30 
size 16” x 22” tray. Their ‘Visi-Tray” 
sliding shatter-proof doors show un- 
served trays at a glance; reduce corri- 
dor noises and conserve personnel 
time. Ask for leaflets SD-12, 30, 31, 34 
and SP-8; they detail the exclusive ad- 
vantages and savings of Mealpack 
Redi-Serv Systems. 


Keeps entree savory HOT for up to over Onp 
HOUR. 


Keeps sed savory hot AFTER serving .. . for th, 
EATING period . 
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. or works with Mealpack Pyrex type and vitrified 
china dishes . 
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of 16” x 22” and has at least 5” clearance betwee, 
tray slides . 


Provides VACUUM SEALED entree protectioy 
from main kitchen... or floor a . .. LO Sery. 
ing points, and for DELAYED trays. 


May be used with your present service or a complete 
Mealpack System... Simple, fool-proof, d urable, 
attractive . 


Only 3 basic taineiinn Tray and Dome Cover molded 
from shock and heat-resistant tough plastic; Heat 
Battery (just preheat before tray set-up time in you 
own oven or the correct Mealpack Dish Heater for 
your needs. 


May our noauand: Representative schedule a demon. 
stration for your own foods and patients? .. . You'll be 
delighted with the results! Ask about happy users 
you can contact. 
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HoO'’T-PA KE. 
Tray Server 


HOT-PAK Tray Server using 
any china dinner plate up to 
9%” diameter. 
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just press 
the 
clip... 


and 
it’s sealed 


Clip-Seal 
Ident-A-Band 


by Hollister 


In a matter of seconds . . . patients 
can be unmistakably identified at all 
times. Just insert the card, custom- 
fit around the wrist, and press the 
clip to seal. It’s as simple as that to 
apply a Clip-Seal Ident-A-Band. 

Only Ident-A-Band gives you 
truly sealed-in, sealed-on protection. 
The slim plastic band is soft as a 
whisper on the wrist, yet steel-tough 
and stretchproof so it stays on the 
patient—where it belongs. Even the 
card is protected. It’s sealed inside, 
safe from water, wear and tam- 
pering. 

Hollister offers an Ident-A-Band 
to meet every hospital need, every 
preference. Write for full details. 
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Small Hospital’s Clinic 


Tours Tell Our Tale 


by John M. Shaw 


Naples Community Hospital 
Naples, Florida 


™ THE HOARY-HAIRED CLICHE, “It 
pays to advertise,” is growing in- 
creasingly true in the keen com- 
petition met by every business, pro- 
fession, and institution in our pres- 
ent atomic age. 

Until recently our institutions of 
religion, learning, medicine, finance, 
and the like were more or less 
banned from the paid advertising 
field, but today, even the most dig- 
nified bank finds itself sponsoring 
popular radio and television pro- 
grams in the name of financial se- 
curity. 

The hospital, however, still stands 
mute and unsung in the field of 
public advertising closely guarded 
by its code of ethics. Frankly, paid 
advertising for a hospital would be 
something difficult to conceive. One 
might adopt the ad “Don’t be sick, 
but if you must, come to us,” or it 
might offer cut rates for appen- 
dectomies on alternate Fridays or 
perhaps two tonsillectomies for the 
price of one as a Tuesday special. 

Denied the tremendous power of 
paid advertising, the wide-awake 
hospital can, and does, to great ad- 
vantage court the proper kind of 
publicity. Naples Community Hos- 
pital is situated in a locale which 
makes the job of selling itself to 
the local citizenry highly important. 
Neapolitans like to think that the 
year-round sunshine, the tang of 
cool salt breezes from the Gulf, 
plus the general relaxed atmosphere 
that permeates life in the whole Na- 
ples region are highly conducive 
to better health. However, people 
in this quiet garden spot continue 
to break bones, suffer from heart 
attacks, and have other ailments. 
Further, Naples sits at one end of 
a 110-mile ribbon of road running 


For more information, use yellow postcard inside back cover. 


east to Miami without benefit of 
traffic lights and only one slight 
curve. With such a racetrack at 
hand the temptation is often too 
much to let the old wagon out, and 
traffic accidents are legion. Until 
Naples Community Hospital opened 
in March 1956 the very ill or those 
requiring emergency treatment 
were first forced to endure long 
trips either north to Fort Myers or 
east to Miami. 

Shortly after 1950 when the per- 
manent population numbered a 
scant 1500 souls, winter-weary 
northerners began to flock to Na- 
ples at the rate of almost 1000 a 
year, posing a public health prob- 
lem of no mean proportion. Long 
before public spirited residents 
had nursed the fond dream of build- 
ing a hospital which would raise the 
health standards of the entire area, 
and a campaign was begun to raise 
the necessary funds. On March 5, 
1956 the dream became a reality 
when Naples Community Hospital 
opened its doors to the public. 
Everyone in the area, winter vis- 
itors as well as year-round resi- 
dents, contributed his bit. It was 
truly a hospital built by and for the 
people—and what a hospital! Out- 
wardly Naples Community resem- 
bles a handsome private home far 
more than a health institution. Built 
on a ranch style, one story in 
height, painted a brilliant Meciter- 
ranean blue with white trim, with 
long, sunlit wings sprawled over 
landscaped grounds, the very ap- 
pearance of the building tends to 
calm nervous patients and affords 
an immediate sense of pleasure. 
Within, the hospital is completely 
color conditioned, not alone to 
please the eye but to make full use 
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of the much-discussed color thera- 
py wherein only those colors are 
used which are known to react 
beneficially upon the patient. The 
equipment itself is the most modern 
science can devise and money buy. 

Since the hospital has been fea- 
tured as “The Modern Hospital of 
the Month” in 1956 and has been 
featured in several other journals, 
many persons expressed a desire to 
see it. The administrator found 
himself spending from an hour to 
two hours a day just conducting 
people on a tour of the institution. 

Here the hospital auxiliary en- 
tered the picture. From among the 
auxiliary members a group of 
hostesses was selected and care- 
fully trained to act as guides as 
well as individual information cen- 
ters. The general public was in- 
vited to visit the hospital twice a 
day to take a tour conducted by the 
hostesses. One tour would be from 
10 am. to 12 p.m. and the other 
from 2 to 4 p.m., except on Sundays, 
when only the afternoon tour would 
be available. This program was con- 
ducted from the middle of January 
until the first of May and approxi- 
mately 500 people were shown 
through the hospital during this 
period of time. 

By June of 1957 the hospital was 
fully accredited by the Joint Com- 
mission, but it was felt that the job 
of selling the hospital to the com- 
munity had not been completed. It 
was felt that the public was owed 
a much more intensive program 
than had been conducted in the 
past. This was due to the fact that 
many of the people who had con- 
tributed to the building fund felt 
they had done their share failing 
to realize that there would be con- 
tinuing costs, especially in a re- 
sort area such as Naples, where 
the population doubles during the 
season and dwindles in the sum- 


Holiday Slogans 
from the Safety Council 


An accident’s the surest way to 
wreck your precious holiday. 


Avoid the Christmas crush. 
Bar horror days from holidays. 


Carefulness and thankfulness make 
a cheerful Christmas. 


Carelessness turns holidays into 
hollow days. 


Carol children, loud and gay: “A 
safe and happy holiday.” 


Christmas is a time to give—Don’t 


take a life. 
A careful you means a carefree yule. 
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mer months to a few year-round 
residents. During the so-called 
“season” the hospital could almost 
meet its own expenses but the rest 
of the year was something else. 

Faced with the necessity of bring- 
ing the hospital to the public, the 
administrator decided to do just 
the reverse and bring the public to 
the hospital in order to become 
more intimately acquainted with 
its day-by-day operation, its many 
functions in the cause of better 
health, and last but by far not least, 
to obtain an idea of the expense in- 
volved. The daily tours were 
started again in January of 1958. 
They proved so successful it was 
decided to enlist the interest and 
support of the many local civic, 
social, and fraternal groups. A sys- 
tem of dinner tours was then in- 
augurated through which local 
groups were invited to come, enjoy 
a steak dinner in the hospital cafe- 
teria, and then be conducted on a 
special tour of the institution. To 
afford the visitors an effectual vis- 
ual idea of the inner workings, 
gaily colored and illustrated posters 
measuring some 3 by 5 feet were 
placed in each department of the 
hospital to which visitors are ad- 
mitted. Each poster outlined the 
functions performed by that de- 
partment and the yearly cost of that 
department. Since the evening din- 
ner tours began some 300 to 400 
persons have taken part in the club 
tours, which added to the daily 
tours mean that approximately 700 
to 900 persons have been shown 
through Naples Community Hos- 
pital. 

When the tour is completed, the 
guests return to the cafeteria for a 
question and answer period with 
the administrator which usually 
runs from 45 minutes to one and 
one-half hours with 101 varied 
questions posed and answered. Thus 
the tours served a three-fold pur- 
pose; the public has been ac- 
quainted with the hospital, the pub- 
lic has gained the feeling that the 
hospital belongs to each and every 
one of them, and an insight into the 
whys and wherefores of operating 
costs has been explained. 

The response of the public has 
been encouraging. There have been 
less complaints about patient bills. 
There has been a community effort 
to help make up some of the oper- 
ating deficit, and an interest in ac- 
quiring more equipment for the 
hospital has been on the program 
of several of the civic clubs. Both 
administration and the Board of 
Trustees feel that the tours have 
been worthwhile. = 





Get Slip-Protection 


FAST with 
GRIPTEX 


When rain, snow, oil or grease 
create slip-hazards, sprinkle 
quick - acting GRIPTEX at all 
danger points. Tiny abrasive 
particles penetrate spillage, re- 
store safe footing in seconds. 
Spread GripTEX on_ loading 
platforms, kitchen, commissary, 
restaurant, office or factory 
floors. Won’t scratch or discolor. 





This abrasive paste-like com- 
pound bites through oil, grease, 
water to assure safe footing. Ap- 
ply it on stair treads, catwalks, 
loading ramps, other danger areas. 


GUMROK is economical, goes 
on easily with screed, trowel or 
brush. And the Safety Jasts. 


Clip the coupon for full data 
on GRIPTEX and GuUMROK. Do it 
now — before the bad weather 
starts. Sold only by 
representatives of 
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® AUDITING OF AccouNTs is fairly standard in most 
hospitals. The vast majority report an annual 
audit. But there are some variations noted. Last 
month’s sample reported auditing as follows: 


Annually 
Semi-annually 
Quarterly 
Monthly 


80% 
1% 
8% 
4% 


Eighty-six percent of all audits are conducted 
by an independent certified public accountant. The 
others have special auditors from among their own 
numbers or appoint special committees or are 
audited by government agencies or auditing teams, 


Average Length of Patient Stay 
(in days) 
November, 1958 


December, 1958 
1959 


September, 1959 





AVERAGE OCCUPANCY OF HOSPITALS 
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now available... 


2-UBE- PAC 


plastic blood collection and transfusion unit 


the NEW 
dimension 
in 

blood- 
banking 


wm 
o 
& 
=< 


Samples and 
literature to Hos- 
pitals and Blood 
Banks on request. 


7.0 
6.8 
7.1 
7.2 
6.8 
6.9 
7.0 
6.4 
6.6 
6.6 
6.7 


CUBE-PAC is a nonwettable, pliable plastic unit, containing 72 ml. of ACD 
formula A, U.S. P. and N.I.H. for preservation of 480 ml. of blood. Individ- 
ually packaged with disposable, sterile, nonpyrogenic blood collection set, in 
laminated-foil paper vapor-barrier envelope, protected by an outer shelf carton. 


ADVANTAGES 


1. Outer retainer insures automatically meas- 
ured volume. Unique “pop-up” indicator flap 
signals completion of collection . . . guards 


for permanent, tamper-proof pilot tube and 
two additional serology tubes. 


6. Identification label flap provides convenient 
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against overbleeding problems. 

2. Storage, before use, saves approximately 
60%..of shelf space over conventional blood 
collection bottles. . 

3. Cubical shape assures comparable savings 
in refrigeration storage. __ 

4, Stands alone . . . no racks, hangers or 
special equipment required for support. 

5. Attached identification label flap provides 


writing surface,or for affixing special in- 
stitutional labels. 

7. Adaptable to all Plexitron® administration 
sets, including Series and Y-Type sets. Com- 
plete closed system ... no venting required. 
8. For plasma aspiration either Plasma-Vac 
bottle or corresponding plastic unit are avail- 
able as preferred. | 


For those who prefer plastic blood therapy units, CUBE-PAC affords every modern advantage. 


= 7.) oe ey Vitel. 7 use]. ii --nal, [ex 


MORTON GROVE, ILLINOIS 
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handling equipment. We would like to take this time to thank these . 
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September 1959 Regional How’s Business Report 


REGION 





NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


NEW ENGLAND 
Maine, 
N. H., BR. 1, Vermont 
101-225 226-up 


3,266 10,190 
74.22 = 68.41 


1-100 
1,301 
69.27 


1-100 
1,404 
67.41 


101-225 
3,568 
69.29 


New peti New York 
. New 
Pennsylvania 


226-up 
11,396 
83.98 


ATLANTIC 
Del., Fla., Ga., Md., N. C., 


8. C., Va., W. Va., D. C. 
1-100 
1,480 
69.04 


101-225 226-up 
3,450 7,317 
80.01 79.01 


1-100 
1,214 
65.47 


101-225 
2,962 
68.93 


Ark., La, Olda., Texas 


226-up 
9,307 
78.01 





EXPENSES BY DEPTS. 
Per Patient Day 


Other expenses 


5.23 
5.09 
1.97 

71 
3.28 
2.59 
2.18 
1.46 
8.14 
1.09 
2.99 
1.48 


49 55 2.54 


3.20 
3.20 
1.27 

77 
2.02 
1.16 
1.73 
1.44 
7.58 

47 
1.64 
1.45 

51 


74 
2.04 
1.32 
1.75 
1.36 
7.43 

57 
1.94 
1.60 

91 


4.35 
4.01 
1.76 

68 
2.53 
2.34 
1.31 
1.51 
6.74 

90 
2.22 
1.38 
1.31 


3.28 
3.63 
1.20 

65 
2.24 
1.99 
2.37 
1.71 
6.49 

44 


2.16 
1.74 


-60 93 1.42 


78 


2.93 
3.73 
1.15 

69 
1.75 
1.14 
2.29 
2.25 
6.77 

78 
2.38 
1.92 
1.10 





TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


REGION 4 


- NO. OF BEDS 


AV. No. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


41,179 112,689 410,795 


41,636 120,437 394,972 


32.00 
31.65 


36.88 
34.50 


38.76 
40.31 


EAST NORTH CENTRAL 


Illinois, Indiana, Michigan, 
Ohio, Wisconsin 


1-100 
1,324 
68.21 


101-225 226-up 


3,499 9,436 
74.64 82.14 


35,955 
38,866 


27.68 
25.61 


1-100 
963 
63.38 


100,956 


107,041 


30.00 
28.29 


101-225 
3,529 
74.38 


365,840 


392,378 


34.43 
32.10 


ORTH CENTRAL 
Kans., lowa, Minn., Neb., 
N. D., S. D., Mo. 


226-up 
8,395 
80.31 


36,983 95,292 219,269 


38,744 106,990 227,891 


26.18 
24.99 


31.01 
27.62 


31.15 
29.97 


MOUNTAIN STATES 
Ariz., Colo., Idaho, Mont., 
Nev., N. M., Utah, Wyo. 


1-100 
1,127 
67.28 


101-225 226-up 
3,703 6,020 
71.55 84.48 


27,943 


29,762 


24.52 
23.02 


1-100 
998 
61.14 


84,916 


93,347 


31.51 
28.67 


101-225 
3,046 
65.28 


295,745 
328,371 


35.28 
31.78 


PACIFIC COAST 





EXPENSES BY DEPTS. 
Per Patieat Day 


Housekeeping 
Laundry 

Plant Operation 
Medical & Surgical 
O. R. & Del. Rms. 


4.32 
3.89 
1.78 

.68 
2.06 
2.34 
1.85 
1.44 
7.70 

56 
2.29 
1.66 


43 57 1.20 


36 


71 


3.52 
3.73 
1.71 

-66 
2.25 
1.99 
2.06 
1.51 
6.55 

56 
2.52 
1.84 
1.65 


5.31 4.43 
3.79 3.76 

1.82 1.67 

87 80 

3.62 1.52 

1.82 2.68 

2.28 2.97 

1.82 2.06 

10.91 8.84 

61 34 

2.96 2.16 

2.38 1.89 

34 1.52 1.20 


6.72 
5.04 
2.35 
1.14 
2.61 
3.30 
3.75 
2.38 
11.35 
7 
3.67 
2.50 
2.69 





TOTAL EXPENSES 


TOTAL CHARGES 

TO PATIENTS 
OPERATING INCOME 
PER PATIENT DAY 
OPERATING EXPENSES 
PER PATIENT DAY 





36,079 114,594 306,429 


39,196 120,935 340,030 


29.60 34.56 36.04 


27.25 32.75 32.48 


21,795 
21,944 
22.79 


22.63 





98,422 


97,373 


27.59 


27.89 


262,659 


284,019 


33.83 


31.29 


33,459 146,336 206,529 


35,558 129,497 217,826 


31.55 34.97 36.18 


29.69 39.52 34.31 





45,238 


47,683 


47.78 


45.33 





HOSPITAL MANAGEMENT 


144,458 
134,034 
44.00 


47.43 


278,349 


319,763 


46.67 


40.63 





DECI 





PRECISE 
HEPARIN 
DOSAGE #& always 


*LIPO-HEPINETTE 


Available in 5,000, 10,000, 15,000 and 20,000 U.S.P. Units total content 


* 
Single injection unit of LIPO-HEPIN 


A PRODUCT CLOSEST TO ‘“‘REAGENT-GRADE” HEPARIN SODIUM 


Assured sterility...convenient...economical 


(no partly used and discarded vials) 


dependably simple for hospital...office...and patient use. 


CLINICAL SAMPLES AND LITERATURE SENT ON REQUEST 





Other Lipo-Hepin availabilities: LH 400—40,000 U.S.P. Units (400 mgs.) percc, 


and all other concentrations 


MAIN OFFICE: 4800 District Boulevard, Los Angeles 58, California 


CHICAGO PHILADELPHIA ATLANTA 


DECEMBER, 1959 For more information, use yellow postcard inside back cover. 








“PSS SHH SSG | 


-. Whe 


New Way to 
Stop Faucet Leaks! 


%& 9-in-10 washers are fastened with TOO 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


% NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


3% Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 





AP Eee 


os. A. Sexauer Mfg. Co., Inc., Dept. AF- 129 
¥ 2503- 05 Third Ave., New York 51, N.Y. 


Please send me a copy of your Catalog “‘J”’ 


Name 





Tiule 
Organization 


Bus. Address 
City 











aT rt?tttttLLL LL. 


Zone State 








Hospital Accounting 


with Professor T. LeRoy Martin 


Inquiry: 


An inquiry and the comment 
thereon which appeared in the July 
1959 issue of HOSPITAL MANAGEMENT 
raised questions in the minds of 
several people. The inquiry was, “it 
appears that employees of a hospital 
are taxable on the value of the liv- 
ing quarters and food furnished by 
the hospital. Should this value be 
accounted for in terms of the cost of 
furnishing such perquisites?” 


Comment: 


The comment was limited to the 
question which was asked regarding 
the accounting for the value of per- 
quisites, except that the statement 
was made that in practice hospitals 
are likely not to account for per- 
quisites except on the earnings rec- 
ord of the employee in order to re- 
port the amount for income tax 
purposes. Since the comment made 
no mention of the fact that many 
hospital employees may be exempt 
from taxes on income represented 
by perquisites this silence was taken 
as a tacit approval of the first sen- 
tence in the inquiry which seems to 
include all employees in the taxable 
group. 

Section 119 of the Internal Rev- 
enue Code of 1954 regarding meals 
and lodging furnished for the con- 
venience of the employer is: 

“There shall be excluded from 
gross income of an employee the 
value of any meals or lodging fur- 
nished to him by his employer for 
the convenience of the employer, 
but only if—(1) in the case of 
meals, the meals are furnished on 
the business premises of the em- 
ployer, or (2) in the case of lodg- 
ing, the employee is required to ac- 
cept such lodging on the business 
premises of his employer as a con- 
dition of his employment. 

“In determining whether meals 
or lodging are furnished for the 
convenience of the employer, the 
provisions of an employment con- 
tract or of a State statute fixing 
terms of employment shall not be 
determinative of whether the meals 
or lodging are intended as com- 
pensation.” 


For more information, use yellow postcard inside back cover. 


Regulations under earlier codes 
provided for similar exclusions. In 
an early case of the Tax Court it 
was held that the value of meals 
and lodging supplied to the man- 
ager of a hotel for himself anc his 
wife was taxable compensation, 
However, in a 1937 case it was held 
that such living expenses were not 
income when the manager’s duties 
could not be performed efficiently 
unless he resided in the hotel. 

Internal Revenue Service also is- 
sued an Office Decision relating to 
hospital employees (OD 915, 4CB 
85) which stated, “hospital em- 
ployees subject to immediate serv- 
ice on demand at any time during 
the day or night, and on that ac- 
count required to room or board at 
the hospital need not return the 
value of their board and room. 
However, if the employees could 
accept or reject meals and quarters, 
their value would be included in in- 
come.” 

It is a well known fact that the 
conditions of employment of many 
hospital employees make them ex- 
ceptions to the general rule that 
compensation paid in forms other 
than cash is included in taxable in- 
come at the fair value of the prop- 
erty or service received. 

It should be pointed out here that 
the exclusion for income tax pur- 
poses does not apply for Federal In- 
surance Contribution Tax purposes. 
In other words, the fair value of 
perquisites is included in the com- 
pensation subject to withholding at 
the current 21% percent rate and is 
included in the base upon which the 
employer pays an additional 2% 
percent. 

The value at which perquisites 
are to be included in income if tax- 
able and the value upon which the 
Federal Insurance Contribution tax 
is computed may be determined in 
various ways, such as, the cost to 
the employer, what the employee 
would have to pay elsewhere, or 
the amount the employer would 
charge patients. In some states the 
minimum value of meals and living 
quarters is established by aw. 
These minimums are usually some- 
what less than fair market value. ® 
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Dis 


DE: 


Electronic switches 
permit patient to 
control both bed 
height and spring 
positions (A) or 
control spring posi- 
tions only (B). 


Fowler or Trendel- 
enburg positions 
easily, automat- 
ically obtained by 
operation of clutch 
release—a Sim- 
mons exclusive! 





Now. .. SIMMONS NEW ELECTRONIC SWITCH 


--major advance in bed positioning control! 


Here—in Sim-Matic motorized beds—is the most effi- 
cient, most versatile positioning control ever developed! 

Look at what you can do with this control: Give 
patient complete control of bed height and bed spring 
positions—or, control of spring positions only, or no 
control at all. Nurse can flick cutoff switches to remove 
any or all functions from patient control. 

Next, a clutch release—available only on Sim-Matic 
beds—permits automatic, separate operation of head and 


Contract Division « Merchandise Mart 


Chicago 54, Illinois 


foot ends for Fowler or Trendelenburg positions. 

For protection and safety, electronic conversion unit 
reduces the standard current to 4 volt-milliamp. cur- 
rent—nonshocking, nonsparking. Switch is waterproof, 
nonbreakable. Push buttons operate at feather touch, 
yet are protected from accidental operation. 

Only Simmons offers all these advantages and im- 
provements in motorized beds. Be sure to investigate 
this new Sim-Matic bed soon. 


CONTRACT 


SIMMONS COMPANY 


/IStON- 


ee 


DISPLAY ROOMS: Chicago - New York « SanFrancisco + Atlanta » Dallas + Columbus + Los Angeles 


DECEMBER, 1959 


For more information, use yellow postcard inside back cover. 15 













Robin Carl Buerki, M.D. 


Director 
Henry Ford Hospital 
Detroit, Michigan 


™ ROBIN CARL BUERKI, M.D. is director of Henry Ford 
Hospital in Detroit, Michigan. He is the acknowledged 
dean among hospital administrators and occupies the 
respected position of the wise elder statesman in hos- 
pital affairs. Doctor Buerki has been a leader in hos- 
pital administration from the time he began his career 
in the hospital field as superintendent of the State of 
Wisconsin General Hospital in 1923. His tremendous 
energy, his uncanny capacity to solve problems and 
his initiative established him as a man of action early 
in his career. He thrived on the difficult tasks that were 
assigned to him and the more problems he solved, the 
more he was given. He thus acquired a reputation for 
converting impossible situations into relatively simple 
exercises by his knack of getting people to work to- 
gether and to reach agreement where none seemed 
possible. 

He held the presidency of the Wisconsin Hospital 
Association from 1930 to 1937 and was chairman of the 
board of the Tri-State Hospital Assembly from 1931 
to 1942. He was a charter fellow of the American Col- 
lege of Hospital Administrators, a member of the found- 
ers group of the American Board of Preventive Medi- 
cine and Public Health and the prime mover of many 
other associations dedicated to health and welfare. 

The record which he has made as a member of the 
American Hospital Association almost staggers the 
imagination. He served as president of this Association 
in 1935 and subsequently as chairman of its Council 
on Professional Practice for 12 years from 1937 to 1949 
at a time when there were no staff members assigned 
to this council. Yet more publications were produced 
by this council during Doctor Buerki’s tenure, speak- 
ing proportionally, than at any other time since. Most 
of these manuals have been revised but few new ones 
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have been added. Doctor Buerki also served as presi- 
dent of the American College of Hospital Administra- 
tors and presently is a regent of the College. 

On the local level Doctor Buerki has served vigorous- 
ly on committees of local councils and state associations 
rendering yeoman service in all of the tasks that have 
been assigned to him, often bringing order out of sheer 
chaos. 

He served as a member of the Commission on Hos- 
pital Service of the American Hospital Association from 
1937 to 1941 during the difficult years of strife involving 
hospitals, Blue Cross and medical specialists. On sev- 
eral occasions, his adroit diplomacy averted what sure- 
ly might have been a disastrous breakdown in negotia- 
tions which could have led to government control of 
medicine and hospitals. 

Doctor Buerki has also served in many capacities 
as an advisor to the government of the United States 
and as advisor to numerous medical, hospital and health 
organizations devoted to the improvement of the pub- 
lic health. An indefatigable worker, an inveterate globe 
trotter and a masterful orator, Doctor Buerki is prob- 
ably the best informed man in the hospital field. Al- 
though he has a consulting practice, he gives much of 
himself without remuneration. Posterity will rank him 
beside MacEachern, Bachmeyer and other great men 
of our time. He has been honored by the Wisconsin 
Hospital Association, by the Tri-State Hospital As- 
sembly and by the American Hospital Association with 
the Awards of Merit of these respective groups and he 
has been similarily recognized by numerous organiz?- 
tions in the health and hospital field. With this salute 
HOSPITAL MANAGEMENT pays tribute to one of the great 
men in the hospital field with a fervent prayer that he 
will continue to give the wise counsel and leadership 
that he has provided in the past. s 
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27 pounds lost 


in 19 days; 


ascites and pedal 


edema reduced 
with 


Before Esidrix: 


== Belial n 


(hydrochlorothiazide CIBA) 








pre-eminently effective whenever diuresis is desired 
Indicated in: congestive heart failure = nephrosis and 
nephritis atoxemia of pregnancy a premenstrual 
edema wedema of pregnancy a steroid-induced 
edema aw edema of obesity. 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 

Date 3/3 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 3/14 3/15 3/16 3/17 3/18 3/19 3/20 3/21 3/22 3/23 
Weight (pounds) 178 176 170 169 167 159 158 158 157 153 155 155 156 154 153 154 153 — — 151 149 
Rx M* Esidrix 50 mg. b.i.d. 

* Mercurial diuretic 


H. K., 44 years old, with history of heavy drink- 
ing. Previously hospitalized in 1954, with diag- 
nosis of Laennec’s cirrhosis. Admitted on 3/3/59, 
patient complained of swollen abdomen, swelling 
in both legs and exertional dyspnea. 


Findings: Abdomen enlarged in girth with defi- 
nite fluid wave; liver palpated 4 fingerbreadths 
below the costal margin; pedal edema (4+). Pa- 
tient not in acute distress. Blood pressure, 140/80 
mm. Hg; pulse, 112/min.; respiration, 20/min. 
Treatment: Mercurial diuretic on 3/3 and 3/4, 
followed by Esidrix, 50 mg. b.i.d., from 3/5 to 
3423 when patient signed out of hospital. Esidrix 
induced copious diuresis resulting in almost com- 
plete disappearance of edema. 


After 19 Days on Esidrix: Supplied: Esidrix Tablets, 25 mg. (pink, scored) and 50 
Weight 149 Ibs. mg. (yellow, scored); bottles of 100 and 1000. 


‘R/27196% 
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Consulting 





Serology 


QUESTION: The standards of 
the Joint Commission on Ac- 
creditation of Hospitals do not re- 
quire serology and some of our 
doctors feel that it is a waste of 
the patient's money for us to de- 
mand it of patients who are ad- 
mitted to the hospital. We serve 
a community where syphilis is 
prevalent and we find quite a 
few positive cases on admission 
to the hospital even among people 
where it was hitherto unsus- 
pected. Do you feel that we 
should abandon the serology? 


ANSWER: In a recent opinion, 
Doctor Kenneth B. Babcock was 
most emphatic that hospitals should 
not use the minimum standards of 
the Joint Commission as an excuse 
for not living up to their responsi- 
bilities. In an area where syhpilis is 
prevalent, I would most strongly 
recommend that serology be done 
as an admission procedure. 


Social Service Notes 


QUESTION: Our social service 
department has insisted that their 
patient records should be kept 
separate from the medical record 
of the patient as they are too 
highly confidential. They further 
state that when the record is 
subpoenaed to court, the social 
service notes must not be in- 
cluded as they are exempt from 
subpoena. Can you advise us? 


ANSWER: Your situation is cer- 
tainly anomalous. I have never 
heard of social service notes being 
too confidential for the physician to 
see. The social service report forms 
part of the medical record of the 
patient and is there solely and sim- 
ply to help the physician to treat the 
patient. When the record of the pa- 
tient is required in a court of law 
by a subpoena duces tecum, this 
means all the records, including so- 


cial seryice records. 
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with Dr. Letourneau 


Hospital Pharmacy 


QUESTION: Our town has no 
drug store. The nearest one is 30 
miles away. Our physicians have 
been pressuring us to open our 
pharmacy to the public to fill 
outside prescriptions but our at- 
torney advises that it might be 
considered illegal. The druggists 
whom we have consulted con- 
sider that this would be unethi- 
cal. Particularly in the winter, 
situations may arise where pa- 
tients’ lives could be endangered 
because of our geographical situ- 
ation. This is a grave dilemma in 
our town. We want to do what is 
right but we are not certain what 
to do. 


ANSWER: The preservation of 
lives takes rank and precedence 
over private rights and preroga- 
tives. In any case of urgency, certi- 
fied by one of your physicians, it 
would be right and proper for you 
to provide drugs from your own 
pharmacy as a public service. For 
greater certainty on this point, I 
would suggest that you write to the 
department of health of your state 
or to the Federal Food and Drug 
Administration in Washington, D. C. 


Routine Chest X-ray 


QUESTION: We have been try- 
ing to establish a policy of re- 
quiring routine chest x-rays on 
all new admissions. We are en- 
countering some resistance on 
this from our physicians. Could 
you please advise if this is still 
considered a good practice in hos- 
pitals? 


ANSWER: It most certainly is a 
good practice to be followed. You 
should speak with the physicians 
who are opposed to the routine 
chest x-ray to establish the grounds 
for their opposition. In some in- 
stances, physicians have x-ray ma- 
chines in their own offices and feel 
that the hospital is unnecessarily 


duplicating work that has been cone 
already. In such a case, you should 
confer with your radiologist and 
bring the matter out into the open 
at a medical staff meeting. 


Prescriptions 


QUESTION: How long should 
we keep prescriptions in the 
pharmacy? 


ANSWER: A minimum of five years 
is recommended or as long as the 
prescription may be useful. Many 
hospitals are now microfilming pre- 
scriptions. 


Consent to Operation 


QUESTION: Recently a surgeon 
operated upon a patient without 
a written consent. Since this is a 
breach of our regulations he was 
cited before the executive com- 
mittee of the medical staff. He 
stated that the law did not re- 
quire a written consent form and 
felt that the hospital regulations 
were unreasonable. What is your 
opinion? 


ANSWER: Your surgeon ignores 
the fact that the hospital is also 
concerned in a surgical operation. 
Because the hospital premises are 
being used to perform surgery, the 
administration of the hospital must 
be satisfied that operations are not 
being undertaken without consent 
of the patient and such consent is 
best evidenced by a written docu- 
ment. 


Microfilming of Records 


QUESTION: Is it necessary to 
microfilm nurses notes in grapic 
temperature charts? 


ANSWER: Microfilming is a matier 
of policy. Some hospitals include 
these documents; others do not. I 
would recommend that all pertinent 
documents showing positive findixgs 


should be microfilmed. a 
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Now... ae 
Micro-Filtered Air 
for the 

No. 1 Croup Tent 


Continuous recirculation of fresh, cool, moisture- 
saturated air, an exclusive feature of the 
CROUPETTE®, “‘is important in the care of babies 
with lower respiratory infections.” 


First ‘‘cool vapor” croup tent, the CROUPETTE 
is used in more than 83% of all hospitals in the 
U.S. accredited for residency training in pedia- 
trics, including all those affiliated with U.S. 
medical schools. Compact, portable, easy to set 
up or store, with no moving parts, the CROUPETTE 
is as simple to operate and maintain as it is 
clinically safe and efficient. 


Now, by means of the new AIR-SHIELDS 
D1a-PumP® with MIcRO-FILTER, compressed air 
to operate the CROUPETTE can be kept virtually 
pathogen-free. Easy to carry, the D1A-Pump is 
quiet, oil-free and unconditionally guaranteed 
for one year. 





1, Kirkwood, E. S.: Nursing World 129:8, 1955, 


Dia-Pump compressor (Model EFC), 
for continuous operation at low cost, 
delivers MICRO-FILTERED air at con- 
trolled positive pressure to 30 pounds 
per square inch. 


Visibility, accessibility and simplicity 
are Croupette features. Cool, Micro- 
Fitterep, moisture-saturated air pro- 
vides ideal atmosphere for therapy of 
respiratory infections. 





the/ Croupette’/é 





For information and orders 
(with 30-day return privilege) 
call collect: OSborne 5-5200, 
Hatboro, Pa. 


Canada: Air-Shieids (Canada), Ltd, 
8 Ripley Ave., Toronto 3, Ont. 


Phone: Roger 6-5444, 


Cool-Vapor and Oxygen Tent by AIR -SHT, ELDS ’ IN C 


Hatboro, Pa. 
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Washington Bureau Reports 





FEDERAL FUNDS for assessing metropolitan area 
needs in relation to hospital & health facilities capacity 
& anticipated requirements is seen as coming in the 
not too distant future. Idea is that no hospital is an 
island. Before funds can be granted for construction, 
remodelling and expansion a long, hard look must be 
taken at the total hospital-health care picture in the 
area. A far deeper look than is now being given, includ- 
ing measurement of population growth & movement 
trends; population age distribution projections; ethnic 
group divisions. 


STEEL STRIKE’s hurting some hospital building pro- 
grams & it’s doubted any help will be forthcoming 
during the injunction. Only defense projects will get 
government aid in lining up the scarce metal, despite 
pleas from health interests. 


LOANS — Small Business Administration: $45,000 to 
Blythewood Convalescent Home, Greenwich, Conn.; 
$45,000 to Nicholas Mendez Hernandez Hospital, Manati, 
Puerto Rico; $30,000 to Westbury Nursing Home, Jen- 
kinsburg, Ga.; $40,000 to Winnsboro (Tex.) Hospital, 
Inc.; $65,000 to Taylor’s Convalescent Home, Vernon, 
Tex. Housing & Home Finance Agency: $294,000 to 
Wesley Hospital & Nurse Training School, Wichita, 
Kan., for nurse and “interne housing; $5,474 to Miles 
City, Mont.,,for preliminary planning for county nurs- 
ing home construction to cost $449,770; $60,000 to Balti- 
more, Md., for planning for lab building at Baltimore 
City Hospital to cost some $3% million. 


FEDERAL HOSPITAL COUNCIL met November 16 
& 17, for another of its periodic studies of H-B and 
related activities. 


STATE & TERRITORIAL HEALTH OFFICERS Rec- 
ommendations, following conference with PHS SG 
mid-October: 1) Use of H-B funds for state health 
administrative offices; 2) Federal assistance for hospital 
planning (see item “Federal Funds” above); 3) Added 
funds for research & demonstration in the hospital & 
health field — namely $10 million instead of the present 
$1.2 million; 4) Financial assistance for hospital & 
health facilities program administration. In other areas, 
the officers urged continued &, if necessary, expanded 
efforts by PHS & the Children’s Bureau on control of 
hospital acquired staph infections; & stepped-up Indian 
health activities, including more funds. 


SOCIAL SECURITY REMINDER: Rate goes up Jan. 
1 to 3% for both hospital & employee. Next increases 
presently scheduled for 1963, 1966, & 1969. 


FEDERAL EMPLOYE HEALTH INSURANCE is ex- 
plained, as far as can be at present, in U. S. Civil 
Service Departmental Circular No. 1024. It should be 
noted, however, that details are notably lacking, since 
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the Health Benefits Act was only enabling legislation. 
The CSC expects to make available to federal agericies 
& departments by about May 1, 1960, instructions, forms 
and literature necessary to carry out the program. 
Meantime, a five man advisory committee, four of 
whom represent federal employe unions or associations, 
has been named to work with CSC in developing & 
operating the insurance plan. 


DR. THOMAS E. MARTIN, Mayor of Guntersville, 
Ala., & administrator of City Hospital, & Miss Kathryn 
Y. Stimecz, Superintendent of Nurses, have been in- 
dicted on charges of mail fraud. Allegedly they mailed 
false & fraudulent claims to insurance companies for 
hospitalization & medical benefits. More expensive 
treatments & operations were added to or substituted 
for those recorded on legitimate claims. 


PEOPLE: Robert A. Forsythe, given interim appoint- 
ment as assistant secretary of HEW for legislative 
affairs, subject to Senate approval next January. 
Forsythe succeeds Elliot L. Richardson, and was once 
an aid to former Sen. Thye (R., Minn.) ... . Ira O. 
Wallace, National Geriatic Society president, is con- 
sultant on procedures and requirements for Federal 
Housing Administration’s new mortgage insurance pro- 
gram for nursing homes... . Dr. Wilson T. Sowder, of 
Florida, is new president of the State & Territorial 
Health Officers, succeeding Dr. G. C. Gill, of Alabama 

. . Dr. Martin M. Cummings, awarded Veterans 
Administration Exceptional Service Award, before 
leaving post as medical research director to accept post 
at University of Oklahoma Maria Ementeria 
& Eileen Coughlin are new staffers at PHS’ Div. of 
Nursing Resources; will assist in Professional Nurse 
Traineeship Program. 


NURSE UPTREND — PHS predicts annual grad- 
uations of 37,000 by 1965 vs 1958’s national total of 
30,410. Number of physicians is expected to drop fur- 
ther unless medical student totals aren’t increased 
substantially. These & other facets of health man- 
power are found in “Public Health Service Publication 
No. 263, Sec. 9,” 50c per copy from the Supt. of Docu- 
ments, Washington 25, D. C. 


$250,000 GRANTS FOR EXTRAMURAL NURSING 
research from PHS, covers 10 new awards. Nursing 
Research Grants Program since ’55 has anted up about 
$3 million for 73 studies by non-government groups. 
Aims at broadening knowledge of nursing & patient 
care. 


“PHYSICIANS FOR A GROWING AMERICA,” dis- 
cusses needs and goals as reported by the PHS SG’s 
Consultant Group on Medical Education. Present 7,400 
doctors must be increased to 11,000 by 1975, the report 
says. Copies at 60 cents each from Supt. of Documents, 
Washington 25, D. C. 


HOSPITAL MANAGEMENT 














ink 


IONAL DIVISION 


THIRD OF ASERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


matic scientific exhibit at the American College of 
Surgeons’ meeting in Atlantic City. Under the title 
“How to Stamp out Staph in the Operating Room”, Dr. 
Ralph Adams presents the results of the complete system 
used in the 50-bed Wolfeboro, New Hampshire, hospital 
of which he is Chief of Surgery. Having kept meticulous 
records through over 800 consecutive cases, Dr. Adams 
is able to show that they did “stamp out staph” and that 
the low cost of doing so far outweighs the costly hazards 
of not doing so. Only two infections occurred. 


Pin in October we had the privilege of seeing a dra- 











cleaning and disinfecting all surfaces and areas vigorously 
with a combined disinfectant-detergent (Tergisyl®); linen 
and blanket disinfection with Amphyl®; strict policing of 
O.R. entry and the preparation of hospital personnel for 
entry; isolation of patient’s skin by impervious plastic 
skin drapes; and proper masking and attire. Watch for this 
exhibit at other professional meetings. Both the system 
and the savings in cost are immensely interesting. 


There seems to be an increasing number of reports in 
the medical journals on the dangers of the cord in the new- 





born as a portal of entry for infections. One report seems 
particularly significant. After a 24% year study at Brooke 
Army Hospital, it was found that the staph infection rate 
increased from 5% on the day of birth to 65% on I-day- 
old infants and 85% on 2-day-old infants. (J. Ped. 53:538, 
Nov., 1958) 







After the first Staph Newsletter appeared, we were de- 
luged with requests for Dr. Otto H. Ravenholt’s article on 
eliminating staph in blankets by using Amphyl® routinely 
in the laundry procedure. Dr. Ravenholt’s comparative 
study confirms 98% reduction in colony count on blankets 
in use. Many hospitals who wrote us were concerned about 
damaging wool blankets while killing staph and other or- 
ganisms. Best evidence that Amphyl disinfection will not 
damage blankets is that a Seattle sanatorium has wool 
blankets in service now which were bought ten years ago 
and have been Amphyl-washed-and-disinfected at least 
once a week without injury. We now have a new supply of 
Dr. Ravenholt’s article which cites this and, also, a new 
instruction card on disinfection of blankets, linens, and 
diapers. Both are available in quantities for discussion or 
aw along with necessary samples. Please write for 
them. 





Staph_kills Caruso. Yes, Enrico Caruso. Physicians in 
Naples, where he died 38 years ago, described the cause of 
death simply as an abscessed kidney which ruptured and 
produced peritonitis. Looked at with today’s increasing 
knowledge of the ravages of staph, “it seems likely that he 
had pneumonia, empyema, satellite abscesses on the fascia 
and muscles of the left side of the chest, a subphrenic ab- 





newsletter 


scess, possibly a perirenal abscess, and terminally, general 
peritonitis”. You'll find the complete report by Dr. Richard 
W. Prichard in the Surgeon’s Library section of the July, 
1959, issue of Surgery, Gynecology & Obstetrics. 


Have you made plans yet for showing the new motion 
picture produced by the Communicable Disease Center of 
the U. S. Public Health Service, “Prevention and Control 
of Staphylococcal Disease”? It points up many danger 
spots in the hospital and gives practical, pertinent sugges- 
tions for overall control. The demand for the copies of this 
film which we procured especially for your use is increasing 
fast, so let me know soon when we can schedule an early 
showing for you. 





Another film you won’t want to miss is “Hospital Sepsis: 
A Communicable Disease’, sponsored jointly by the AMA, 
ACS, and AHA on an industry grant with the technical 
advice of Dr. Carl W. Walter. Documentary scenes were 
made under actual hospital conditions as a real staph 
patient contaminates her surroundings. For environmental 
control, generous use of disinfectant-detergent is demon- 
strated. We do not have this film, but we do have Tergisyl® 
disinfectant-detergent which fits the recommendation made 
by Dr. Walter at a Massachusetts Medical Society meeting 
earlier this year—that a synthetic phenolic is the product 
of choice for operating room floor care. If you would like 
Tergisyl samples and literature, please ask for them. 





If you don’t already have it, please make a note of our 
new address shown below. Early in October the Profes- 
sional Division of Lehn & Fink moved into new, larger 
executive offices in Toledo. When you want to know more 
about how Amphyl®, Lysol®, and O-syl® disinfectants, and 
Tergisyl® disinfectant-detergent can help you control any 
sort of cross infection—please write us. We realize this is 
only one part of the complete control program, but an im- 
portant one. As always, our research laboratories and tech- 
nical advisors are ready to help and I, personally, would 
like very much to hear from you. 
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Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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Guest Editorial 





The Spirit of Christmas 


T his Christmas Season presents 

the usual assortment of prob- 
lems that hospital people have had 
to deal with through the passing 
years: low census and reduced in- 
come resulting in operating def- 
icits. Those who find it necessary 
to remain in the hospital as pa- 
tients would, very naturally, rather 
be at home with their families; and 
some of the hospital personnel who 
are required to be on duty are a 
little unhappy. The Administrator 
and his associates will become a 
part of the problem or the answer 
to it. 

There is nothing new about the 
problem of what to do with people 
who get sick on Christmas Day, 
Sundays, and holidays. As a matter 
of fact, Christ, Himself, was faced 
with the problem. As was His cus- 
tom, He went to the synagogue on 
the Sabbath day. Among the wor- 
shippers was a man with a withered 
hand. The _ religionists watched 
Christ to see whether He would 
heal the man on the Sabbath in or- 
der that they might accuse Him. 
After He had healed the man, He 
turned to His “would-be accusers” 
and asked, “Is it lawful to do good 
on the Sabbath, or to do evil; to 
save life, or to kill?” We do no vio- 
lence to the scripture in paraphras- 
ing this question and asking, “Is it 
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right to do good on Christmas Day, 
or to do evil; to save life, or to kill?” 


Hospitals have always been as- 
sociated with churches and re- 
ligious organizations. For a long 
time they were thought of more as 
a religious than a medical institu- 
tion. Though we have departed from 
that original concept, there are 
many who still associate the work 
of ministering to the sick and to 
the suffering with the church and 
religious denominations. If it is true, 
as some have said, that the first 
hospitals demonstrated more re- 
ligious compassion than medical 
skill; it may also be true that the 
modern hospitals in improving their 
techniques have lost some of their 
compassion for people. Religious 
motivation was responsible for the 
establishment of some of the truly 
great hospitals of the nation and 
has sustained those who are re- 
sponsible for their successful op- 
eration. It is our considered opin- 
ion that people who are sincerly 
and genuinely religious make the 
most dedicated and efficient work- 
ers in our hospitals. The kind of 
Christmas we have will be deter- 
mined to a great extent by this 
group. 

While it is true that the Christ- 
mas Season has been commercial- 
ized to the point that it has lost 


some of its spiritual significance, 
there are many who still think of 
it as a time for the replenishing of 
their faith and a renewal of their 
devotion to Christ and the christian 
enterprise. 

Those who staff the hospitals of 
the nation have a splendid oppor- 
tunity during the Christmas Sea- 
son—as indeed they have at all 
times—to demonstrate something of 
the Spirit of Christ, “Who went 
about teaching and preaching the 
gospel of the Kingdom and healing 
of all manner of sickness and dis- 
ease among the people.” As we 
celebrate the anniversary of the 
birth of our Lord, it should give us 
a great deal of satisfaction to know 
that we are having a part in a work 
which He thought to be worthy of 
His own time and devotion. In the 
discharge of our _ responsibilities 
during the Christmas Season, let 
us be reminded that the One, whose 
birthday we celebrate, emphasized 
in His teaching and practices that, 
“It is more Blessed to give than to 
receive,” and that there is greater 
joy in serving than being served. 

The Christ Child was born in a 
stable and placed in a manger for 
the simple reason, “There was no 


Please turn to page 34 
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THE MOST 
REWARDING 
22 MINUTES 
A HOSPITAL 
EXECUTIVE 
: CAN SPEND 





of 

ir 

n See it now: “Data for Diagnosis,” a 22-minute sound slidefilm study 
provided as a service to the hospital industry. A penetrating, illuminating 

study that shows how you can always have the complete up-to-the-minute 

a information you need to operate your hospital at peak efficiency. 

ll Dealing with principles, talking your language, and 

of developed in cooperation with major hospitals, “Data for Diagnosis” 

nt points out productive new accounting and data processing methods that 

= will give you an even tighter grip on every accounting and statistical phase 

- of hospital administration and supply you with the most current figure- 

re facts you need to support your decisions. 

1e It’s informative—not a selling film. It shows how large 

is and small hospitals are now getting statistical information that simply 

+ wasn’t available before. It shows how you can get more information and 

of new information, how you can improve patient accounting—and automate 

ie your statistical work as a by-product—all without excessive accounting 

2s costs or disrupting your existing system. 

et For a showing of the new color-sound film “Data for 

4 Diagnosis” in your office at your convenience or for program use at group 

t meetings, just call our nearby branch office today. If you prefer, you may 

0 obtain the film from the American Hospital Association Film Library. 

or Burroughs Corporation, Burroughs Division, Detroit 32, Michigan. 

d. 

a 

or 

’ Burroughs Corporation 


“NEW DIMENSIONS /| in electronics and data processing systems” 
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® MEDICAL RECORDS on patients show 
dates, diagnostic tests, history, 
course of the condition, treatment, 
procedures, and progress. Though 
there are no state statutory re- 
quirements for the maintenance of 
detailed medical records, there are 
statutes pertaining to the release of 
the information contained in such 
records, and there are many ad- 
vantages and reasons for this hos- 
pital custom and policy. For exam- 
ple, the medical record may be 
used for purposes of accreditation 
by the American Hospital Associ- 
ation, to aid in collection of debts, 
and as a defense against malprac- 
tice suits by the professional staff. 
A good medical record is second 
only to consultation as a defense 
to a malpractice action. 

The record of the patient’s stay in 
the hospital is the legal property 
of the hospital. It should be main- 
tained by the hospital for the bene- 
fit of the patient. Inserts are made 
in the medical record when indi- 
cated by physicians, nurses, and 
others working with the patient. 
Interhospital reports may be made 
for inclusion in the medical record 
from x-ray, laboratory, outpatient, 
social service, psychology clinics, 
pathology, and other hospital de- 
partments, and physicians called in 
for consultation. All information 
contained in this record should be 
classified as confidential and should 
be released only with consent of the 
patient unless specifically author- 
ized by statute, or requested by 
an attending physician of the pa- 
tient, or by subpoena. 


Maintenance of the Medical Record 


The contents of the medical rec- 
ord should be a step-by-step re- 
cording of the care and treatment 
of the patient. It should contain the 
history of the patient, physical ex- 
amination, nurses notes, prognosis, 
and diagnosis. 

Subject to the hospital policy on 
extemporaneous material, the fol- 
lowing material may be eliminated 
from the record after the patient’s 
discharge: 

social service notes; 

correspondence, other than au- 
thorizations, from insurance compa- 
nies, law firms, and others that add 


24 


Law Affecting Medical Records 


by Thomas D. Jordan 


Assistant Professor of Legal Medicine 
Medical College of Virginia 
Richmond, Virginia 


nothing to the medical knowledge 
of the patient; 

credit reports on the patient; 

memoranda from the adminis- 
trative offices. 

All records should be fireproofed. 

Medical records should be kept 
in the original form for at least two 
to three years, and then they may 
be microfilmed according to the 
hospital’s policy. This is due to the 
statute of limitations on personal 
injury and contracts which in most 
states is two years for personal in- 
jury and three years for unwritten 
or verbal contracts. Microfilmed 
records are admissible in evidence 
in courts of record. It is recom- 
mended that no record be destroyed 
under 25 years. This is due to the 
rights of minors in regard to the 
statute of limitations. In most 
states, the statute of limitations for 
personal injury does not begin to 
run until the infant has reached 
his majority at 21 years of age. 


Release of Information 


Press and radio may be given the 
ordinary facts when such facts are 
of general knowledge and unrelated 
to treatment such as: 

number of times patient admitted 
to hospital; 
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We keep patients on the first two 
floors; the rest is for storing our 
records. 





dates on which the physician at- 
tended the patient; 

the fact that the patient was ill 
and/or operated upon; 

complete name of patient; 

address at the time of admission; 

verification of hospitalization; 

admission and discharge dates: 

name of relatives or friends given 
on admission. 

However, such facts that pertain 
to treatment should be classified as 
confidential and not released; nor 
should the following be given out: 

patient’s age; 

address on discharge; 

service on which the patient was 
hospitalized; 

any professional information of a 
medical nature relative to the pa- 
tient. 

No mention should be made with 
respect to a loathsome disease, any 
acute mental disorder, conditions 
involving moral turpitude, suicide, 
attempted suicide, rape, drug addic- 
tion, drunkenness, illegitimate 
pregnancies, impotency, deformities, 
or veneral diseases. 

The public health laws in each 
state will often authorize hospitals 
and clinics to release information on 
patients who have cancer and/or 
malignant tumors to the State 
Health Department. Such informa- 
tion is confidential. Also, the state 
statutes in every state require 
births, deaths, and stillbirths to be 
reported to the registrar of vital 
statistics. The attending physician 
has the responsibility to report 
communicable diseases of respec- 
tive patients to the local health 
authorities. 

Public officials have no special 
privilege to medical records; how- 
ever, they may receive vital statis- 
tics of a patient but not the prog- 
nosis or diagnosis unless by court 
order. Unless there is a_ state 
statute or local ordinance to the 
contrary, a hospital or physician is 
not required to report to the police 
any injuries which a patient may 
have upon admission to the hospi- 
tal. This includes such injuries as 
stab wounds or gunshot wounds or 
attempted suicide. If such informa- 
tion is released to the police or oth- 
Please turn to page 32 
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the American 


UTENSIL 
WASHER-SAN ITIZER 





Protects patients and personnel against cross 
contamination < - dependably and at less cost, 


Prevention of cross contamination from patient utensils is 
accomplished rapidly, automatically and at reduced cost with the 
new American Utensil Washer-Sanitizer. The powerful detergent 
wash, double rinse and steaming cycles are completed in 224 
minutes... with no attention from nursing personnel other than 
loading and unloading. Three sets of utensils are processed in two 
loads. 


The American Utensil Washer-Sanitizer is economical to install 
and pleasant for nursing personnel to use. It assures uniformly 
high standards of cleaning and sanitizing by eliminating the 
possibility of human error . . . and, its modest cost is more than 
justified by the saving in personnel time alone. 





The American Utensil Washer- 
Sanitizer is available with clean- 
up counter or as the free-stand- 
ing unit shown above. 


For complete information on this improved utensil 
technique, write for bulletin SC-321-R. 
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A M E RI ; A N World’s Largest Designer and Manufacturer of 


Sterilizers, Surgical Tables, Lights and 


STE R | LI Z E R related hospital equipment 


For more information, use yellow postcard inside back cover. 








Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Grievance Procedures For Hospitals 


® HOSPITALS CAN LEARN many les- 
sons from the situation currently 
existing in New York City. To mini- 
mize the possibility of becoming 
similarly involved, there are cer- 
tain obvious pitfalls which the New 
York experience has shown must be 
avoided, before it is too late. 

For example, it is now clear that 
one prime essential of the unor- 
ganized hospital is the establish- 
ment of some form of grievance pro- 
cedure. This provides a_ healthy 
safety valve for employee “gripes” 
and helps build a good relationship 
between management and its work- 
ing force. 

Unfortunately, there is no estab- 
lished type of grievance procedure 
which is suitable for each and every 
individual hospital. It is necessary 
to “play it by ear” and evolve by 
trial and error a plan which is most 
effective for a particular institution. 

Some hospitals question the basic 
premise that such a system should 
be installed at all. They fear that 
doing so will “stir things up.” 
Experience has proven that this ob- 
jection has little validity. The griev- 
ances exist regardless of whether 
or not there is an outlet which en- 
courages them to be aired. If no 
such safety-valve is provided, they 
will smolder, grow and ultimately 
the employees will find a sympa- 


Mr. Sandler is a practicing attorney in 
New York City, specializing in labor-man- 
agement relations in behalf of the em- 
ployers. He has been a member of the 
Labor Laws Committee of the New York 
City Bar Association. 


Reprinted from the HOSPITAL FORUM 
with the permission of the Hospital Asso- 
ciation of New York State. 
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thetic ear outside the hospital. This 
is why union officials often say that 
they do not “create trouble”—they 
find it. 

What, then, should be done about 
grievances? Typically, a grievance 
procedure consists of a certain num- 
ber of “steps,” through which the 
employee may ultimately carry his 
complaint to top management. 

In most cases, the employee takes 
up his grievance initially with his 
immediate supervisor. The great 
majority of grievances should be 
settled at this level. On the other 
hand, the complaint may involve the 
supervisor himself and the employee 
may be reluctant for this reason to 
discuss it with him. An alternate 
channel should therefore be pro- 
vided. True, this may involve “go- 
ing over the supervisor’s head.” 
However, with proper reassurances 
to the employees and training of the 
supervisor not to take this person- 
ally or “take it out” on the griev- 
ing employee, this system can func- 
tion most effectively. Needless to 
say, the supervisor’s side of the 
story should be heard. If it should 
ultimately develop that he is in the 
wrong, he loses no stature by ad- 
mitting this to the employee. But 
he should make amends, and no one 
else. Otherwise his authority will 
be undermined and his morale im- 
paired. 

Should grievances be submitted 
in writing? I believe that this should 
not be required initially. Somehow 
the necessity of filling out a printed 
form has an inhibiting effect. At the 
first step, informality is preferable 
and an oral exchange of viewpoints 
normally results in the resolution of 
most grievances at this point. (How- 


ever, a written record should be 
kept of the nature of the grievance, 
who filed it, and its resolution). If 
the grievance is not settled at the 
first level, however, much can be 
said for its reduction to writing at 
the subsequent stages. The issue or 
issues to be resolved will be clari- 
fied and narrowed by a written 
presentation. 

What about time limits for the fil- 
ing of a grievance? Generally, they 
are desirable as guides but not as 
rigid “statutes of limitation.” It is 
better to deal with a grievance 
which is filed one day late than le- 
galistically to declare it forfeit. 
However, if an unreasonably long 
period has elasped, the established 
time limits lend fairness to a con- 
tention that it is too late to consider 
the grievance. Incidentally, time 
limits should operate not only 
against the employee but also 
against management. This encour- 
ages speed, which is to be desired in 
all cases. 

Must the employee process his 
grievance alone? It is not at all un- 
usual to provide that he may be ac- 
companied by a fellow employce. 
This helps bolster his morale and 
lends him the courage to proceed. In 
some instances, the plan may alter- 
natively provide for assistance to 
the grieving employee from the p«r- 
sonnel department. However, t!iis 
sometimes places the personnel «f- 
fice in an unenviable position where 
it is caught between the employe 
and top management. Limiting (:¢ 
personnel department’s role to p7?- 
cedural assistance will do much ‘o 
alleviate this difficulty. 

When should grievances be prcc- 
essed? By all means during wor:- 
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ing hours and without loss of pay. 
Management can control this ex- 
penditure of time so that it is not 
abused. Insistence that grievances 
be processed after working hours 
can only breed resentment and will 
cut down on the number of griev- 
ances filed. After all, the best test 
of a grievance procedure is: are 
grievances coming in? If they are 
not, this is no proof that they don’t 
exist! 

Finally, it is a mistake to assume 
that all one has to do is to set up a 
grievance procedure, communicate 
it to the employees, and then sit 
back and expect it to “work.” An 
atrnosphere of trust and confidence 
must prevail for any complaint pro- 
cedure to be effective. If it doesn’t 
exist at the moment, it can be 
created, but this is a day-by-day 
task and its success depends upon 
management’s diligence and sincerity 
of purpose. Experience has demon- 
strated that the time thus spent is 
by no means wasted. The resultant 
rapport cuts down on turnover on 
absenteeism, builds a more efficient 
staff, and will consolidate your abil- 
ity to operate your hospital and 
solve your problems without inter- 
vention of any outside party. 

Costwise and patient-wise, this is 
a “consummation devoutly to be 
wished.” There is apparently no 
other way of achieving it. Griev- 
ances (real or fancied) always arise 
in any employer-employee relation- 
ship. To ignore this reality can 
prove and has proven most unwise. 

x 
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® From the National Safety Coun- 
cil is available an illustrated, self- 
contained safety training session. 
Colored illustrations showing differ- 
ent aspects of patient safety face the 
audience; an easy to read talk is on 
the back of each page for the in- 
structor. $18.50 with easel; $14.00 
without easel. ® 
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in ACTH therapy 


The most extensive clinical and ex- 
perimental background. 
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With a.documented record of safety 
not matched by any other drug of 
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cacy. 

And a therapeutic effect of rapid on- 
Set, lasting up to 72 hours. 

HP* ACTHAR~ Gel is fluid at room 
temperature and as convenient to 
inject as any other aqueous prep- 
aration. 


HP*ACTHAR Ge 
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pin (ACTH) 
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ARMOUR PHARMACEUTICAL COMPANY 


KANKAKEE, ILLINOIS 
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Hospital Calendar 


December 


I- 4. 


. American Medical Association, 


Clinical Session, Memorial Audi- 
torium, Dallas, Texas. 


. . Hospital Association of Hawaii, 


Hawaiian Village, Honolulu, Ha- 
waii. 


. Illinois Hospital Association, Abra- 


ham Lincoln Hotel, Springfield, 
Illinois. 


- National Association of Central 


Service Personnel, Belmont Plaza 
Hotel, New York, New York. 


Institute on Hospital Administra- 
tion, sponsored by the Georgia 
Hospital Association and the 





The Low-Cost Baby Incubator 
for General Nursery Use 


The Armstrong X-4 baby 
incubator is the original 
Armstrong incubator. It was 
designed to be good-looking, 
simple in operation, reliable 


in performance, low in 
initial cost and low in 
operating cost. The fact that 
over 27,000 Armstrong 
X-4's are in use in hospitals 
throughout the world proves 
the acceptance of the basic 
ideas which created the 
Armstrong X-4. The X-4 is 
still the low-cost baby 
incubator of choice for 
general nursery use. If you 











would like full details, we'll 
gladly send them. 


The Gordon Armstrong Co., Inc. 


Write, wire or phone us collect for complete details 





514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
CHerry 1-8345 








In Canada Armstrong Incubators are available from Ingram and Bell, Ltd., Toronto, Ont. 


For more information, use yellow postcard inside back cover. 





1960 


Southeastern Hospital Conferenc 
Henry Grady Hotel, Atlant: 
Georgia. 


January 


21-22... 


Alabama Hospital Association, 
Dinkler-Tutwiler Hotel, Birming- 
ham, Alabama. 


February 


16-18 .. 


National Association of Methodist — 
Hospitals and Homes, Deshler 
Hilton Hotel, Columbus, Ohio. 


American Protestant Hospital As- 
sociation, Deshler-Hilton Hotel, 
Columbus, Ohio. 


Association of Operating Room 
Nurses, Statler-Hilton Hotel, New 
York, New York. 


Louisiana Hospital Association, 
Bellemont Motor Hotel, Baton 
Rouge, Louisiana. 


New England Hospital Assembly, 
Statler-Hilton Hotel, Boston, Mas- 
sachusetts. 


Kentucky Hospital Association, 
Kentucky Hotel, Louisville, Ky. 


31-April | Georgia Hospital Association, 


April 


Jekyll Island, Georgia. 


. Ohio Hospital Association, Vet- 


erans Memorial Building, Colum- 


bus, Ohio. 


. Pennsylvania Association of Med- 


ical Record Librarians’, Governor 
Hotel, Harrisburg, Penn. 


. Institute for Medical Record Li- 


brarians, sponsored by South 
Dakota Association for Medical 
Record Librarians, Park Hoiel, 
Madison, North Dakota. 


. . Carolinas-Virginias Hospital Con- 


ference, Roanoke Hotel, Roanoke, 
Virginia. 
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AND ECONOMY 


in parenteral broad-spectrum 
antibiotic therapy : 


New, preconstituted 


TERRAMYCIN’ 


brand of oxytetracycline 


INTRAMUSCULAR 
ro) ©} 51 Oi MORE 


SAVE TIME — Ready-to-inject Terramycin Intramuscular Solution ‘ 
eliminates steps necessary in constituting dry formulations. 


SAVE WASTE — Stable Terramycin Intramuscular Solution eliminates 
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Complete information on Terramycin Intramuscular 
Solution is available from your Pfizer Representative or 
the Medical Department, Pfizer Laboratories. 


SUPPLY: Terramycin Intramuscular Solution = 
100 mg./2 cc. ampule 
250 mg./2 cc. ampule 


Pfizer Science for the world’s well-being" 


, PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


*Contains 2% Xylocaine® (lidocaine), trademark of 


Astra Pharmaceutical Products, Inc. . 
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er public law enforcement officer or 
agency, the individual releasing 
such information is not immune to 
suit. However, such person may de- 
fend on the grounds that he was 
acting in the utmost good faith and 
to the best interest of society. 

The patient may refuse to give 
consent for the release of personal 
data. The release of information 
without consent of the patient is not 
a crime in the absence of a statute, 
but it does give rise to a civil suit 
for the breach of confidential com- 
munications. The authorization for 
release of information should be 
signed by the patient, explicit as to 
the information to be _ released, 
dated, and show the writer’s ad- 
dress. The signature should be 
identified by a comparison of the 
signature against the signature on 
file in the individual’s medical rec- 
ord. 

If the patient cannot read or 
write because of physical disability, 
such as blindness or paralysis, or 
due to illiteracy, than the authori- 
zation should be read to him in the 
presence of two witnesses. He 
should be given an explanation 
about what is involved and asked 
directly if the subject matter read 
and explained to him is in accord- 
ance with his desires. The individ- 
ual’s signature or mark on the 
written authorization should be 
personally attested to by the two 
witnesses. 

There should be a regular chain 
of command to the medical record 
librarian for the release of informa- 
tion from a patient’s record. The 
medical record librarian owes a du- 
ty to the hospital administrator 
who in turn owes a duty to the hos- 
pital board of trustees for the es- 
tablishment of a policy with re- 
spect to the release of information 
on a patient’s record. The person 
who wishes to examine the record 
with an authorization from the pa- 
tient should be identified. The rec- 
ord should not be released from 
custody of the medical record li- 
brarian. It should be reviewed in 
his presence. It is suggested that 
the record librarian abstract the 
record with the concurrence of the 
physician rather than permit any 
part to be copied. Photostats should 
not be authorized unless it is in ac- 
cordance with the hospital’s policy 
or by court order. 

An emancipated infant may give 
authority for release of information 
from his medical record. The legal 
guardian or committee must give 
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Did I tell you about the time I had 
661-100 complicated by 469-415-7? 


authority for release of information 
from the medical record of a men- 
tally incompetent patient. 

At the death of the patient, the 
information contained in the pa- 
tient’s record may be released on 
authorization from the administra- 
tor or executor of the decedent’s 
estate, or beneficiary of his insur- 
ance policy. An authorization for 
release of information prior to his 
death is not valid for the release of 
such information after the death. 

The attending physician may re- 
view the record for his professional 
use only. Also information might 
be released by the hospital to an- 
other physician or hospital where 
such information is necessary for 
the prompt treatment of the pa- 
tient and it is apparent that such 
information is urgently needed. In 
these cases, it should be a standard 
policy to take the name and phone 
number of the calling party or hos- 
pital, obtain the information de- 
sired, then verify the name and 
phone number from the telephone 
directory prior to returning the 
call. 

The mere fact that the patient 
was in a hospital and the entire 
record pertains to his care and 
treatment while in such a hospital 
does not as a matter of right, in the 
absence of a statute, authorize him 
to see this record, although he may 
authorize his attorney or other in- 
terested party to view the record. 


Consent 


Consent forms should be specific 
rather than of a broad nature. 
Written consents are best. However, 
verbal or implied consents are valid 
and often are sufficient where the 
patient accepts treatment by silence 
or action or by implied consent 





when the patient is unconscious and 
emergency treatment is indicated, 


Exceeding consent is a technical 
assault. The person must know 
what he is consenting to as consent 
by fraud is not a valid consent nor 
is one which is given by a person 
who is mentally incompetent. The 
hospital who permits the patient to 
sign a blanket consent form may 
find itself legally as if it had no 
consent form at all. This is because 
the patient must have enlightened 
consent, that is, he must know to 
what he is consenting. 


Sterilizations. Consent to a non- 
therapeutic sterilization or abortion 
is not consent to the criminal act; 
such consent being a valid defense 
to any civil action brought by the 
patient against the physician or 
hospital, yet the physician may not 
use this defense if he negligently 
injures the patient in performing 
such an operation. No action may 
be brought on the contract as it is 
void as contrary to public policy. 

In some states as in Virginia, a 
superintendent of a state institution 
may in his discretion authorize the 
eugenic sterilization of a mentally 
deficient patient. Such statutory 
provisions have been held to be 
constitutional by the United States 
Supreme Court. In Buck v. Bell, 
274 U. S., 200, the Supreme Court 
held that the Virginia statute pro- 
viding for sexual sterilization of in- 
mates of institutions supported by 
the state who shall be found to be 
afflicted with an hereditary form of 
insanity or imbecility is within the 
power of the state under the four- 
teenth amendment of the federal 
constitution. 


Infants. The record of the infant 
should show that the medical treat- 
ment was for necessaries, that is, 
care pertaining to his health. The 
parent or guardian or one who 
stands in lieu of such parent (loco 
parentis) must give consent for all 
operative procedures for an infant 
except in an emergency where 
there is implied constant, or where 
the infant is emancipated or a mar- 
ried minor in which case he may 
sign his own consent. The consent 
of the spouse where the infant is 
married is desired but not manda- 
tory. 

Spouse. The consent of the 
spouse is not required; however, it 
is desired where sterilization may 
result from the operative proce- 
dures. Common law spouses have 
no legal rights except as pertains 
to children resulting from such 
marriage. 


Autopsy. Autopsies may be au- 
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thorized by the surviving spouse 
and if there is none, the next of kin 
in order of consanguinity. Here 
again, the common law spouses 
have no legal rights in the remains 
of the deeeased but may assume 
responsibility for the disposition of 
the remains of a common law 
spouse where such rights are 
waived by the next of kin of such 
decedent. 

The medical examiner has autho- 
rity to order an autopsy for those 
cases coming within his jurisdiction 
where in his opinion it is necessary 
to determine the cause and manner 
of death and such autopsy would 
be in the public interest. This au- 
thority is granted by the legislature 
of each respective state. However, 
many states still operate under the 
coroner system and as such there 
may or may not be authority for 
this official to order an autopsy in 
cases cofning within his jurisdiction. 

In many states the employer may 
order an autopsy under the provi- 
sions of the workman’s compensa- 
tion statutes where there is a ques- 
tion of whether the death of the 
decedent was due to accidental 
means while the decedent was per- 
forming duties within the scope of 
his employment. 

Consent for autopsy must be ob- 
tained from those who have quasi- 
property rights in the body. Dam- 
ages do not have to be proved 
where an autopsy was done without 
consent as mental anguish is suf- 
ficient for a court award. Of course, 
this is in exception to those autop- 
sies which are authorized by stat- 
ute. 

There is no legal obligation on the 
part of the next of kin to comply 
with the decedent’s wishes with re- 
spect to the disposition of his re- 
mains in the absence of a specific 
statute. The disposition of the re- 
mains rests entirely with the rights 
of the surviving spouse or next of 
kin. This is because the courts per- 
mit recovery for mental anguish 
and no one else other than the sur- 
viving spouse or next of kin, having 
superior rights in that order, can 
suffer mental anguish due to muti- 
lation of a dead body which ap- 
parently is the only basis for a le- 
gal action. 

If an autopsy is ordered or au- 
thorized by the family, it is sug- 
gested that a copy of the autopsy 
findings be furnished the family 
physician; and if there is none, such 
as where the decedent was attended 
by hospital staff members, then in 
such a case, send a letter in lay 
terms to the family explaining the 
cause of death. This is suggested as 
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a matter of maintaining good public 
relations. 


Subpoena Duces Tecum 


Records are admissible in evi- 
dence before a court of record un- 
der the “shopbook rule” as an ex- 
ception to the hearsay rule. 

A subpoena duces tecum requires 
that the medical record librarian or 
his agent appear in court and bring 
the hospital record with him. This 
means the original record and not 
an abstract. This procedure elimi- 
nates the necessity of all the hos- 
pital personnel who attended or 
served the patient from being sub- 
poenaed to go to court. 

The original record should not 
be left with the court except on 
court order and then only for the 
purpose of having certain records 
photostated. The records may also 
be subpoenaed for preliminary 
hearings where both parties in liti- 
gation are present. 

There is a privileged communi- 
cation that exists between the law- 
yer and his client, the husband and 
his wife. At common law there is 
no privilege between priest and 
penitent or the doctor and his pa- 
tient; however, many states do have 
statutory laws concerning priv- 
ileged communications between the 
physician and his patient and the 





release of information from medical 
records. For example, Virginia 
Code section 8-289.1 provides for a 
privilege between physicians and 
patients which is quoted as follows; 
Except at the request of, or with 
the consent of, the patient, no diily 
licensed practitioner of any branch 
of the healing arts shall be required 
to testify in any civil action, suit, or 
proceeding at law, or in equity ~e- 
specting any information which he 
may have acquired in attending, 
examining, or treating the patient 
in a professional capacity if such 
information was necessary to ¢n- 
able him to furnish professional 
care to the patient; provided, how- 
ever, that when the physical or 
mental condition of the patient is at 
issue in such action, suit or pro- 
ceeding, or when a judge of a court 
of record, in the exercise of sound 
discretion, deems such disclosure 
necessary to the proper administra- 
tion of justice, no fact communicated 
to, or otherwise learned by, such 
practitioner in connection with such 
attendance, examination, or treat- 
ment shall be privileged and dis- 
closure may be required. * * * 
Doctor-patient relationships as 
pertains to workman’s compensation 
cases, or where narcotic drugs are 
involved, do not come within this 
provision. a 
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room for Him in the inn.” It is pos- 
sible that we have allowed our lives 
to become so cluttered that if He 
should return today, there would 
be no room for Him. Christmas 
would be a good time for us to do 
some real soul searching to deter- 
mine whether or not we have been 
so busy with the problems of ad- 
ministration and management that 
we have lost something of our con- 
cern for human personality. If those 
who were inhospitable to the Christ 
Child had known who He was and 
what He was to do for the world 
perhaps things would have been 
different. Now that we have had 
two thousand years in which to 
make an appraisal of the principles 
He proclaimed and the life He 
lived; we should, with increasing 
gratitude for His Blessings, make 
room for Him in our hearts, homes, 
and institutions. 

Christmas in the hospital can and 
should be made a delightful oc- 
casion. We have always associated 
the day with children, and there 


will be children in the hospital. We 
have associated it with music, and 
the smallest hospital can find some 
means of bringing beautiful Christ- 
mas music to those who find it 
necessary to be our guests during 
the Holiday Season. We have as- 
sociated Christmas with giving, and 
perhaps the greatest and most satis- 
fying gift we could possibly make 
would be that of curselves and our 
services. 

In the friendly environment and 
atmosphere which should prevail in 
the hospital at Christmas time, let 
us renew our dedication to the 
worthy task of ministering to the 
sick and suffering, in the name and 
in the Spirit of the Great Physician. 

a 


Holiday Slogans 


Don’t toy with safety. 

Drive right and be left to enjoy the 
holidays. 

For a Christmas gift—Give safety a 
lift. 

Give children safe presents for sure 
futures. 

Give life—Don’t take it. 
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‘**And she brought 
forth her first- 
born son, and 
wrapped him in 
swaddling 
clothes, and laid 
him in a manger; 
because there was 
no room for them 
in the inn’’. 


Luke 2:7 
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What Do We 
Oliccun ebtsine 


On that first Christmas eve, Bethlehem 
was crowded with many travelers. The 
inn was full. The keeper knew that all his 
prosperous guests would pay him well for 
the comfort of his inn. Why should he dis- 
turb them just to make room for this poor 
carpenter and his wife? The pleadings of 
Joseph for shelter for Mary fell on deaf 


lor: B ah 


And Jesus was born in a stable. What 
an opportunity that innkeeper lost when 
he offered the stable — the only accommo- 
dation that had no profit possibilities for 
him. 


What about us? Do we give Him the 
best that we have of time, money, talent 
and service? Or only what is left after | 
our selfish interests have been completely 
served? 


Oh, yes, during the Christmas season we 
welcome Him, but what about the rest of 
the year? Will we selfishly offer Him only 
the “‘stable’’, or will we give Him his right- 
ful place in the “inn” of our hearts? 


N. R. Swartwout 





Emotional 


Stress 


and Healing 


by ROBERT B. REEVES, Jr. 


Chaplain 
The Presbyterian Hospital 
in the City of New York 


™ FEW SITUATIONS IN LIFE are as 
emotionally charged as that of being 
a patient in a hospital. To the feel- 
ings which the sick person himself 
brings with him are added the feel- 
ings with which the hospital staff 
and administration take care of 
him. The stresses resulting from 
their interaction can often be a ma- 
jor obstacle to healing; and it is 
difficult sometimes to say which is 
the more troublesome factor: the 
patient or the hospital. 


I 


The patient goes to the hospital 
because in some degree his well- 
being has been damaged or threat- 
ened. In some degree he is afraid 
—“affrighted” is perhaps more ac- 
curate. And like every creature in 
fright he either takes flight or fights 
—usually his response is a mixture 
of both. In any case, he tends to 
fall back on the more nearly auto- 
matic patterns of response carried 
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over from his childhood, patterns 
perhaps long hidden or disguised by 
the habits of his adult years. He 
regresses in some degree toward 
infancy. (What wife has not said 
of her husband, “He’s just like a 
baby when he’s sick!”) If in his 
fright he takes flight, his childhood 
feelings of dependence tend to be- 
come dominant; if he fights, his 
childhood feelings of omnipotence. 
More likely, however, the response 
will be mixed; and he will show 
one shade or another of the de- 
manding helplessness of infancy. 

Yet the patient never totally re- 
gresses, nor is he ever very happy 
about it. Always in part he retains 
something of his adult self-aware- 
ness, and feels that he ought not 
let himself become so dependent, 
ought not make the demands he 
does; he should be able to meet 
his trouble with patience and forti- 
tude, hold fast in faith, be a man 
about it. He is all too aware of the 
way, under pain or weakness, he 
lets himself go and betrays the 
image of himself as an adult built 
up over the years. 

Hence, his demanding helpless- 
ness is usually shot through with 
confusion, embarrassment, self-re- 
proach, or guilt. He is bewildered 
both as a child in a strange situa- 
tion and as an adult who is be- 
wildered at his own bewilderment. 
He clings to others as a child clings, 
but clings also to himself lest the 
man be lost. He resents as a child 
resents but also resents himself for 
resenting. He is lonely with a child’s 
longing for affection, but lonely also 
with a grown-up’s sense of aliena- 
tion from himself. It is this kind 
of conflict which puts the raw edge 
on his emotions, makes him so 
touchy and unpredictable, so diffi- 
cult to manage. It would be so much 
easier to take care of him if only 
he would be one or the other: com- 
pletely infantile or completely adult! 


II 


But what of the hospital staff 
member’s feelings about the patient 
—are they any less mixed? Indeed, 
they are not! For the same kind of 
ambivalence is characteristic of the 
attitudes of doctor, nurse, social 
worker, clerk, administrator, chap- 
lain—all who have a responsibility 
in patient care. 

On the one hand, the staff mem- 
ber knows very well that a sick per- 
son tends to become demandingly 
dependent. He not only knows it, he 
depends upon it. For one of the 
reasons a person goes into any of 


the helping professions is that he 
needs to be needed. (There are 
many other reasons, of course; and 
this one is usually well hidden be- 
neath them.) He accepts the de- 
mands and the dependence put upon 
him by the patient because he must 
fulfill himself. He needs the patient 
as much as the patient needs him. 
So he readily takes on a sheltering, 
protecting, comforting, directing role 
and tends to become what the pa- 
tient wants him to become, an all- 
wise, all-loving, all-powerful par- 
ent-substitute. With all the many 
reverberations of this tendency 
throughout a hospital, an institu- 
tional attitude toward the patient 
develops—“We know what is best 
for you, we will take care of you, 
leave everything to us.” 

But on the other hand, the staff 
member is threatened by the pa- 
tient, because to become a parent 
to him is to become involved. The 
staff member needs to be needed 
but he needs also to be free. To the 
degree that he lets himself be 
drawn into the patient’s life, he is 
trapped—he suffers with the pa- 
tient, loses control over much of 
his own behavior, finds his identity 
as a person menaced by the re- 
quirements of his role, feels the 
same kind of resentment that a par- 
ent feels toward a demanding de- 
pendent child. And so in one way 
or another he tries to maintain his 
freedom. He may become very busy 
so that he has time for only the 
briefest visits, or take refuge be- 
hind an aloof “professional” man- 
ner, or think of himself as a special- 
ist with a narrowly limited con- 
cern. But what he really does is re- 
ject the infant-patient’s claim upon 
him and demand that the patient 
behave as an undemanding adult. 
Likewise, the institution as a whole 
tends to adopt a businesslike atti- 
tude toward its patients and become 
very brisk with anything less than 
mature, responsible behavior. 

But even the best-disguised re- 
jection of the patient’s infantile de- 
mands arouses in the staff member 
some degree of guilt, from which 
he may try to protect himself by 
a swing to hyper-solicitousness or 
herculean activity at one extreme, 
or to downright indifference or re- 
taliation at the other. So there is 
a continual see-saw. Needing the 
patient, yet resenting him, the staff 
member’s motives also are con- 
fused. He, too, becomes touchy and 
unpredictable, the more as self-re- 
proach and guilt assail him. To the 
patient’s own conflict between the 
infant and adult within himself is 
added the staff member’s inner con- 
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flict between his need to be needed 
and his need to be free. In the in- 
teraction between these two sets of 
feelings in their various phases lies 
the main source of the emotional 
charge in the hospital situation. 


Ill 


Let me illustrate with a few ex- 
amples. 

A patient who is at the extreme 
of his swing toward dependence may 
be encountered by a nurse who “has 
had it” and is simply at the moment 
incapable of being a mother to him; 
and as a result the nurse who comes 
on duty next may have an out- 
rageously demanding patient on her 
hands. 

A doctor asks a fretful, suspicious 
patient, “Don’t you trust me?” but 
does nothing to inspire trust: he is 
unwilling or unable to pause a while 
and enter into the patient’s experi- 
ence with him; and he wonders 
after several days why the patient 
has become so hostile. 

A patient is near enough recovery 
from an amputation to be ready to 
talk seriously about plans for re- 
habilitation, but the physical thera- 
pist has become so attached to him 
that he cannot let go, and puts him 
off; then, when at last the therapist 
must let go, the patient seems list- 
less and indifferent about the fu- 
ture. 

An anesthesiologist on his eve- 
ning pre-operative rounds briefs 
the patient on what to expect in the 
morning, and asks, “Any ques- 
tions?” in a tone of voice which im- 
plies that only a very stupid per- 
son could fail to understand what 
he has said, and is out of the door 
before the patient can say a word: 
he dare not face the patient’s fears— 
but the next morning he finds that 
the patient requires an inordinate 
amount of anesthetic. 

These are all rather mild ex- 
amples of what can happen when 
the emotional needs of the patient 
and the emotional needs of the staff 
member do not match. Much more 
horrendous illustrations could be 
given. I have purposely over-sim- 
plified and sharpened the descrip- 
tion in these cases. Rarely are the 
emotional factors seen in such 
clear-cut form. Yet in essential 
terms these cases are typical of 
what can be found in a hospital. 
Most of the people in a hospital, 
most of the time, are so preoccu- 
pied with what they have to do, 
or with what is being done to them, 
that they are only dimly aware of 
the emotions lurking beneath the 
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Thorndyke’s rounds don’t take long 
do they? 


surface. But to anyone who has op- 
portunity to sit and listen to both 
patients and staff members the 
charged nature of the situation is 
so obvious as to be common-place. 


IV 


Most of the stresses which ordi- 
narily are noted as peculiar to an 
experience of hospitalization are 
derived in one way or another from 
the emotional structure of the situ- 
ation. Wherever the reverberated 
parent-image leads the institution 
to assume a “we-know-what-is- 
best-for-you” attitude, certain blind 
spots in patient care are likely to 
be the result. Ignorance, ineffi- 
ciency, thoughtlessness, inertia are 
unwittingly permitted to obscure an 
honest consideration of the patient’s 
welfare, usually under the guise of 
“organizational problems,” “pro- 
cedural difficulties’, “pressure”, 
“expense”, “shortages”. These dif- 
ficulties are real—it is a miracle 
that a hospital works at all!—but 
they can be reduced if a hospital 
has a mind to reduce them. Failure 
to do so is usually caused by lack 
of insight into an overblown in- 
stitutional parent-ego. Such mat- 
ters as uncoordinated laboratory 
tests, history taking or financial in- 
terviews at inappropriate times, ab- 
sence of privacy, interruption of 
sleep for routine medications and 
TPR’s, coerciveness in enforcing or- 
ders without regard to the patient’s 
reactions, et cetera, can be amelio- 
rated, once the emotional block to 
fair appraisal is removed. 


V. 


For healing, the importance of 
the emotional interaction in the 
hospital situation can hardly be 
overstated. To the degree that stress 
is a contributory factor in a given 
patient’s illness, any stress-produc- 
ing interaction between patient and 
staff member will tend to retard 
healing, if not make the patient 





sicker. If, for example, an asthmatic 
patient’s trouble is caused in part 
by a deep sense of insecurity, then 
it is almost inevitable that his con- 
dition will be made worse when 
his doctors rush in and out, change 
each other’s orders, all descend upon 
him one day, none the next, and 
never listen to his discouragement 
and fear. If freedom from pressure 
of any kind is essential to absolute 
bed rest, then a nurse who causes 
a patient to feel rushed by feeding 
him too rapidly (“Now, don’t 
dawdle!”) may destroy part of the 
value of the treatment and hold up 
healing. If a patient, having been 
very brave all through a cardiac 
catheterization, an hour later starts 
to break forth in tears, and her doc- 
tor says, “Now, now, let’s not have 
any hysterics,” and almost literally 
forces the patient to suppress her 
feelings, then that doctor may have 
a very poor risk for cardiac surgery 
on his hands. If a patient, trying 
to hold on to some vestige of him- 
self, insists he cannot eat certain 
foods because of his faith, and the 
dietitian misses the point and in- 
sists that in hospital the require- 
ments are waived, she may cause 
him such revulsion at the food as 
to throw his digestion all out of 
whack. 

These are run-of-the-mill ex- 
amples. In every case, the failure 
of the staff member to match the 
patient’s feelings with appropriate 
feelings of his own, can become an 
obstacle to healing. There are times, 
of course, when deliberate opposi- 
tion to a patient’s feelings may be 
necessary, aS when a patient is 
wallowing in infantile behavior and 
must be shocked out of it, or has 
developed such a case of “hos- 
pitalitis” as to have to be shaken 
back into maturity, or is too strong- 
headed to obey orders and for his 
own good has to be told who is boss. 
But such cases are in the minority. 
In the majority of cases, when a 
patient regresses toward infantile 
dependence, the staff member must 
be ready to become a parent to him; 
and when the patient attempts to 
hold on to or recover himself as an 
adult, the staff member must be 
ready to treat him as an adult. If 
the staff member refuses to accept 
the patient as a child, and makes 
adult demands upon him; or re- 
fuses to accept the patient as an 
adult, and tries to treat him as a 
child, he will only make the patient 
sicker. The matching of emotions 
can sometimes be as important for 
healing as the matching of blood 
types. . 
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by Jeri Collins 


® TIME LAYS HEAVY on the hands of 
those confined to a hospital bed or 
bound by the limitations of a wheel 
chair. Days can become an endless 
procession of dull hours punctuated 
by pills, prescriptions, and brief 
stops by nurses and doctors. Visit- 
ing hours, highlight of the day, often 
drag out too, when confinements are 
prolonged and visitors become few- 
er and fewer. The old standbys, 
reading and needlework, are about 
all there are to pass away the time. 
The necessary rest requirements, 
limited space, and routine of hospi- 
tal life restrict patient leisure time 
activities. Thus, a new and stimulat- 
ing craft enjoyed by both young and 
adult patients has been welcomed 
by hospital administrators and 
therapists. The Christmas issue 
cover of HOSPITAL MANAGEMENT pre- 
sents the Stained Glass Color-Art 
Nativity Window .... a beautiful 
example of a new hobbycraft that 
is an ideal activity for patients. 
These patterns are lithographed 
on a special paper that is trans- 
formed into translucent stained 


Inquiries should be addressed to Stained 
Glass Craft, Box 82, Waukesha, Wisconsin. 
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Story of Stained Glass Craft 


glass “windows” by a simple two- 
step process. 

(1) with a small cloth, piece of 
cotton or sponge, rub the pattern 
with oil (such as vegetable, mineral, 
or baby oil). The oil makes the pa- 
per translucent and blends the 
crayon colors so that they are 
smooth and stroke-free. 

(2) Color both sides of the pat- 
tern with ordinary crayons. 

When the completed design is 
taped to the window, light shines 
through creating a softly radiant 
stained glass “window” that is effec- 
tive both day and night. (No, there 
is no special lighting needed.) 

The Nativity design reproduced in 
full color on the cover is 34 by 44 
inches. It is divided into sixteen 814 
by 11 inch perforated sections, or 
“panes” so that each section can be 
colored individually and taped to- 
gether with cellophane tape for the 
completed window. This pattern is 
also color-keyed so that if, for ex- 
ample, several patients want to color 
the pattern as a group project, the 
completed color scheme of the en- 
tire window will blend perfectly to- 
gether. And, of course, completing 
small sections, one or two at a time, 


is far more convenient for the pa- 
tient confined to a bed or wheel 
chair. 

The materials used for this craft 
are few, non-toxic and inexpensive. 
These advantages make it practical 
for hospital patients. A piece of 
newspaper placed on the tray under 
the pattern is simply disposed of in 
the waste basket when the patient 
is through coloring. Only a few 
drops of oil are needed to cover a 
section of pattern—just enough to 
make the paper translucent. One 
cotton ball or a small piece of or- 
dinary gauze is always handy and 
will do perfectly for applying the 
oil to the paper. As for crayons, a 
small box will do, for by coloring 
on both sides of the pattern, colors 
can be mixed and blended into an 
endless variety. (Example: color 
blue on one side and yellow on the 
other and the light shining through 
the completed pattern combines 
these two colors into green.) This 
creative feature provides a dramatic 
adventure in color that is educa- 
tional and exciting for both young- 
sters and adults. Patients are proud 
to display their completed “win- 
dows”. The wide lead lines of these 
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Patients of all ages enjoy this new craft. 

A section of the window, 

made translucent with the use of oil, 

may be colored.with ordinary crayons 

to produce beautiful stained glass windows. 
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stained glass patterns separate the 
different colors to an extent that the 
colors never clash and no matter 
what color combinations are se- 
lected, the results are beautiful sim- 
ulated stained glass. Also, the wide 
lead lines make it easy for even 
very young children or older pa- 
tients whose hands are not so 
steady, to do a neat and satisfying 
coloring job. 

The completed “windows” may be 
displayed in the window, used as a 
wall mural or, in the case of smaller 
patterns, can be placed in a simple 
cardboard or construction paper 
frame and set on the nightstand. 
Regular lamp light nearby brings 
out the soft glowing colors of the 
stained glass “window”. Of course, 
in addition to the pride of brighten- 
ing their’ rooms with their own 
handiwork, patients can give their 
completed window patterns, to 
friends and relatives for home dec- 
oration. 

When school age patients require 
hospital care they often receive let- 
ters from teachers and classmates 
and are really proud to send back to 
their classroom an example of the 
new hobbycraft that they have dis- 
covered at the hospital. 

The sheer fun of coloring and the 
pleasure of creating beautiful hand- 
iwork can lighten a patient’s out- 
look, brighten a gray day, and take 
the patient out of himself into a 
fascinating new world of an art 
craft that was developed centuries 
ago. 
An interesting fact about this 
project is that all patterns are au- 
thentic stained glass design and in- 
troduce the hobbycrafters to a 
highly specialized form of art. No 
commercialized interpretation or 
imitation of good stained glass de- 
sign is used. Actual full scale win- 
dows can be produced in lead and 
glass from these patterns. Although 
a relatively new craft, these classic 
stained glass designs have already 
won local awards in many cities for 
being most expressive holiday dec- 
orations. 

An inactive mind in a necessarily 
inactive body can produce a form of 
lethargy that dampens the spirit 
and in no way encourages the pa- 
tient’s sense of well being that is so 
important, so vital to good health. 
Institutions for the aged and infirm 
have a real need for projects that 
are inexpensive, easy enough to do, 
yet interesting enough to stimulate 
patients, many of whom could easily 
vegetate without a reasonable diet 


Please turn to page 123 














® OVER THE YEARS, the great indict- 
ment against hospitals has been 
that, although they are efficiently 
run, forward looking, and scientifi- 
cally sound, they lack the sympathy, 
kindness and gentleness for which 
patients long. Sometimes because 
of the technical or medical perform- 
ance required of hospital personnel, 
it becomes difficult for them to take 
their minds off the illness long 
enough to see the person in the pa- 
tient. And this is where the volun- 
teer can furnish an equally im- 
portant and necessary function for 
the patient’s well-being. 

As hospitals have progressed 
through the years from the alms 
houses for the poverty stricken and 
dying to havens for better health, 
so has the role of the volunteer be- 
come better clarified. Years back, 
the volunteer was lady bountiful, 
entering the hospital—usually with 
a wicker basket on her arm—dis- 
pensing charity to those poverty 
stricken and dying. Today, the vol- 
unteer has finally come into her 
own. These devoted men and wom- 
en have become a vital part of the 
hospital’s functioning. 

How, then, do we best gear our- 
selves in the hospital field toward 
getting the most out of this poten- 
tial, additional, but vital source of 
aid for our patient? 


Presented at the Mid-Atlantic Hospital 
Convention. 
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Directing 


a Volunteer Program 


by Sylvia Papier 


Director of Public Relations and Volunteers 


Somerset Hospital 
Somerville, New Jersey 


It is important in order to ac- 
complish the most effective results, 
that the volunteer program in a 
hospital be coordinated and di- 
rected by one individual, on either 
a regularly scheduled part-time or 
full-time basis. However, as long 
as the individual is qualified and 
can perform accordingly, as long 
as she can give the time to com- 
plete this performance, it makes no 
difference whether that individual 
receives a salary for her services 
or not. Just because a person is 
employed in the hospital and car- 
ries the title of Director of Volun- 
teers, she is not necessarily any 
better qualified, all things being 
equal, than the woman who is will- 
ing to dedicate herself to the per- 
formance of this job without sal- 
ary. In most hospitals, however, it 
has become increasingly difficult to 
find a qualified person with enough 
free time on her hands, who will 
work without salary, to assume the 
direction of such a program on 
practically a full-time basis. There- 
fore, hospitals have more and more 
often found it expedient for the 
total success of their volunteer pro- 
gram to employ an individual to 
take over this job on a paid level. 
What should an _ administrator, 
therefore, expect from such a per- 
son? 


A capable Director of Volunteers 
should be one who can adminis- 


ter, one who likes people, and likes 
to be with them. She should have 
a fairly large quantity of the pro- 
verbial “milk of human kindness” 
in her so that she can better un- 
derstand the needs of people who 
are ill, and their families who are 
concerned about them. College 
background, with courses in psy- 
chology and the social sciences is 
always helpful, and previous solid 
participation in community, organ- 
izational and club work is inval- 
uable. She should have supervisory 
abilities, the potential to under- 
stand her hospital, and to grow 
with it, and an aptitude for re- 
maining calm, cool and collected 
in the face of hordes of women, 
each with an individual pressing 
need, and the desire to discuss this 
need with her at the exact same 
moment. And above all, she should 
have the ability to recognize that 
a volunteer is an individual who 
wants to help and should be given 
that opportunity whenever possi- 
ble in a dignified, courteous, yet 
not pampered fashion. 

These are some of the criteria an 
administrator should expect ‘rom 
a Director of Volunteers if em- 
ployed by him, and hope for if as- 
signed on a non-paying basis from 
the auxiliary. 

Now let us get into the meat of 
what is expected of such a person 
in directing such a program. 
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Recognize the worth of a volunteer 
to the hospital’s program for better 
patient care. 


Remember that most nonprofit 
hospitals could not afford to pay 
the salaries that many of the vol- 
unteers could command were they 
to apply their talents and skills to 
the business and industrial world. 


Place the volunteer in a hospital 
area where she can best perform. 


Placement should be arrived at 
by a personal interview between 
the potential volunteer and either 
the Director of Volunteers or with 
another experienced volunteer who 
has already served in many areas 
of the hospital. If this is done, the 
volunteer will stay with the pro- 
gram a longer time and rarely 
drops out because of dissatisfaction. 
The motivation of a volunteer in 
coming to the hospital, in my opin- 
ion, is not too important if, in the 
initial interview, I can recognize 
that her desire to be of service is 
a sincere one. During this initial 
interview, the opportunity is pro- 
vided, also, for the interviewer to 
present an initial introduction to 
the hospital itself, its aims and its 
goals. 

An accident takes all of the joy out 
of Christmas. 
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Be sure that a volunteer is needed 
in that particular area. 


Sometimes a volunteer comes to 
the hospital with a predetermined 
choice of the department where 
she wants to work. Of course, this 
makes it easier sometimes in plac- 
ing her in the service where she 
can best perform. Actually in the 
long run, however, unless we are 
sure that there is a specific need 
for her in the department of her 
choice, we run the risk of losing 
a good volunteer by improper place- 
ment. We have no right to take the 
time of an individual and then 
have no real need for her services 
at the time and in the place to 
which she has been assigned. A vol- 
unteer, having accepted an assign- 
ment, will perform almost any kind 
of chore if she honestly feels she 
is being of help, and is needed, but 
will rightfully resent being asked 
to give up her time to stand around. 
This points out the importance of 
piloting an area in advance. In a 
new area the Director of Volun- 
teers should transfer an experi- 
enced volunteer on a temporary as- 
signment. This will aid in determin- 
ing whether or not the need is a 
true one and, if so, what might be 
expected of her. This should pertain 
also when a request is made for 
additional volunteers in an already 
established area. 


Inform the volunteer what is ex- 
pected of her as an individual, as 
a member of the hospital team, and 
as a member of the volunteer 
corps. 


No matter what talents the po- 
tential volunteer brings, no matter 
how skilled she is in the perform- 
ance of a particular type of job, 
it is important for the success of 
the total program to spell out for 
her what is expected in relation to 
the job she is now undertaking. 
This is done with paid personnel; 
certainly we owe the same courtesy 
to someone who is willing to per- 
form without pay. Written job de- 
scriptions for every type of volun- 
teer service in the hospital must be 
on hand so she will know what is 
expected of her and what on-the- 
job training is available for her. 

She becomes more conscious of 
being a member of the hospital 
team if she wears a hospital volun- 
teer uniform with an appropriate 
emblem. She must be taught that 
once she puts on the uniform, the 


It’s more blessed to give, than to 
take, chances. 


patient and the public will con- 
sider her a part of the hospital 
team. The Director of Volunteers 
must be sure that she is prepared 
to assume this role. 


Acquaint hospital personnel with 
the volunteer’s duties, her limita- 
tions and scope, and of the fact that 
the volunteer never replaces paid 
personnel, but is there to imple- 
ment and augment the work of the 
salaried employee. 


No matter what indoctrination is 
furnished the volunteer; no matter 
how she is prepared for her job, 
if she is not accepted by the paid 
hospital personnel with whom she 
will have to work, we are fighting a 
losing battle. If the role of the vol- 
unteer is not made clear, employees 
become suspicious, resentful and 
insecure. A happy rapport can be 
accomplished through the distribu- 
tion of volunteer job descriptions 
to the personnel in the area where 
the volunteer will function; by 
meeting with department heads to 
explain the volunteer program and 
to accept suggestions for its better- 
ment; by involving staff in the 
teaching program; by an explana- 
tion of the volunteer role to new 
employees as part of their in- 
doctrination; by referral, in hos- 
pital publications, to the part the 
volunteer plays in the hospital. 


Make sure the volunteer under- 
stands the hospital, its strengths 
and weaknesses, and is kept in- 
formed of changes and progress in 
the total hospital growth. 


Whether we like it or not, an in- 
dividual, once she becomes a vol- 
unteer in the hospital, will carry 
on a main street, grass roots, kind 
of public relations for the hospital. 
Since our dealings are with peo- 
ple, by people, perfection can never 
be reached, but if we can inculcate 
into our volunteers the feeling that 
our hospital is their hospital; if we 
see that our volunteers maintain and 
develop a positive feeling toward 
our hospital; if we can instill a 
feeling in the volunteers of belong- 
ing, then, and only then will our 
grass roots story be told with em- 
pathy and understanding. 

It is imperative for the Director 
of Volunteers to work toward this 
goal in her over-all program. A 
truly informed volunteer is a good 
volunteer. She will represent the 
hospital well in the performance of 
her duties, and she will tell the hos- 
pital story well in the community 
in which she moves. aR 
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Vacant Hospital Beds 


— A Study of Occupancy Part III 


by Charles U. Letourneau, M.D. 


and Melinda Ulveling, B.A 


























IKIE SY 
Percent of occupancy 
Operating income ent day 


Operating expense per patient 




















| a 





aaa 


PEE: 
56. I Sr | TT LAT | se 
oe ogey PAG So hoSep ckoyec SPR ero SUP SeocKoscS pew 














Graph 4. The national average occupancy, income and expenses for 30: 


months for hospitals of 101 to 225 beds. 


44 


“1980 


™ OCCUPANCY OF HOSPITALS often de- 
pends upon convenience—the con- 
venience of the patients and that of 
the physicians who treat them. The 
convenience of the patients depends 
to a large extent upon the attitudes 
of their physicians. Most physicians 
like to accommodate their patients 
but may suggest that a certain time 
for admissions “would be better,” 
The patients usually obey. As 
Roemer and Shain observe: * “These 
patterns tend naturally to parallel 
working routines of doctors and 
staff but they do not spell mazi- 
mum efficiency in bed utilization.” 
Occupancy is thus based mainly 
upon the convenience of physicians, 

Hospital occupancy drops sharply 
on week ends and during holiday 
periods when physicians prefer to 
be elsewhere than working in the 
hospitals. In some _ hospitals this 
form of convenience suits the ad- 
ministration “nobody likes to work 


An Interpretation of 


The National Average for 30 
months — 101 to 225 beds 


The yearly national patterns for 
this group show the biggest declines 
in occupancy occurring in the sum- 
mer months rather than in Decem- 
ber (as in the larger hospitals) al- 
though the decline for December is 
noticeable. 


The Area Averages for the Year 
1958 
ha 

While income declines with oc- 
cupancy and costs go up (graph 4) 
as in the national pattern for larger 
hospitals (graph 7), the rate of oc- 
cupancy in these middle-sized hos- 
pitals is lower than those of larger 
hospitals and the margin of operat- 
ing capital is a little less than in the 
larger hospitals. 

New England — occupancy was 
above 80 percent for the first six 
months and although the low point 
of occupancy was 69.54 in August, 
this area operated in the black for 
the entire year (this is not the case 
with the smaller and the larger hos- 
pitals in the area). 

Middle Atlantic — the occupancy 
figures parallel those of New Eng- 
land with this area also operating in 
the black for the year; the smaller 
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on week ends or during holidays 
anyway.” But the fact remains that 
sporadic hospital occupancy at con- 
venience involves a gross wastage 
of hospital facilities under our pres- 
ent system (graphs 4-9). 

Since we have written this study 
on occupancy in hospitals, an analy- 
sis of occupancy figures for 35 hos- 
pitals in Illinois during the first six 
months of 1959 has been published.* 
In this study occupancy by service 
has been broken down into five 
main categories; medical, surgical, 
obstetrical, pediatric, and all serv- 
ices. 

In the area of medical service the 
average percent of occupancy for 
the 35 hospitals was 80.77 percent. 
This average, however, encompassed 
an occupancy range from 120.4 per- 
cent down to 41.1 percent occu- 
pancy. 

Eighteen of the hospitals in the 
study supplied figures for surgical 


the Graphs 


hospitals (except for Dec.) and the 
larger hospitals in the Middle At- 
lantic also operated in the black for 
the entire year. 

South Atlantic — the lowest oc- 
cupancy was 75 percent in both July 
and December. 

South Central — shows fluctua- 
tions to a rather large degree (graph 
6) in both occupancy and costs with 
the lows occurring in June 68.98 
percent, September 66.44 percent 
and December 68.09 percent occu- 
pancy. 

East North Central — low oc- 
cupancy occurred in the months of 
July 70.44 percent and December 
71.30 (graph 5). 

West North Central — lowest oc- 
cupancy occurred in August, 68.55 
percent, at which point operations 
were carried on in the red. 

Mountain States—a more fluctu- 
ating picture with occupancy going 
under 70 percent in March, May, 
July, August, September, November 
and December. 

Pacific Coast — started the year 
with an occupancy of 82.17 percent 
followed by a steady decline to Sep- 
tember when the occupancy reached 
68.93 percent. After a minor rise this 
area finished the year at the 69.93 
Percent occupancy level. During 
August, October and December this 
area operated in the red. 
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services which showed an average 
of 78.32 percent occupancy and in- 
cluded a range from 55.2 percent up 
to 102.7 percent occupancy. 

The obstetrical figures supplied 
by 34 of the 35 hospitals showed an 
average occupancy of 39.59 percent, 
considerably lower than that of the 
Northeast Ohio study or our pro- 
jected figure based on the number 
of empty bassinets listed by the 
American Hospital Association. In 
this group of 34 hospitals the range 
of occupancy covered from 19.0 per- 
cent to 97.0 percent. Only four hos- 
pitals of the 34 reached an occu- 
pancy figure for obstetrics near that 


%M. I. Roemer and M. Shain; p. 16 

*Analysis of service rendered in 35 hos- 
pitals built under the hospital construction 
program January | to June 30, 1959. Rol- 
and R. Cross, M.D., Director, Illinois Depart- 
ment of Public Health. Jerome V. Ray, 
Chief, Bureau of Hospitals, Springfield, IIli- 
nois. 
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Graph 5. The East North Central 
area average occupancy, income and 
expenses for 1958 for hospitals of 
101 to 225 beds. 


found by the Northeast Ohio study. 
The figures for these four hospitals 
were 97.0, 92.3, 80.4 and 74.2 percent 
occupancy. 

Pediatric figures supplied by 11 
of the hospitals average 59.60 per- 
cent occupancy. In the all services 
figure provided by the 35 hospitals, 
the average occupancy was 70.20 
percent. 

Under the newborn data obtained 
in this same study, the 34 hospitals 
Please turn to page 98 
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Graph 6. The South Central area 
average occupancy, income and ex- 
penses for 1958 for hospitals of 101 
to 225 beds. 
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Nurse greeting pediatric patient on arrival in operating 
room area. 


Orderly carrying patient into operating room. 


= AN OPERATION is a fearful undertaking for most peo- 
ple. Children are especially afraid of what is to happen 
to them. Probably the worst part of a surgical pro- 
cedure for a child is the period just prior to his op- 
eration. He is suddenly removed from his parents and 
taken to a strange place. Everyone wears masks and 
caps and behaves in a precise and exact manner. To 
allay the anxiety of the child at this time, Sinai Hos- 
pital of Detroit has instituted a unique procedure. 

Before he is to be wheeled to the Operating Room 
the child is visited by a member of the Department of 
Anesthesiology. He is told exactly what is going to 
happen to him in terms he can understand. The friend- 
ly conversation of the anesthesiologist reassures him. 
He is even awaiting with great expectation the adven- 
ture ahead, for he has been offered the opportunity of 
becoming an “official” member of the “Mickey Mouse 
Club” before his operation starts. 

On arrival in the Operating Room, the child is pre- 
sented with a big balloon. The doctor who talked to 
him before is there to see him and introduces all the 
nurses to him. All of these people wear Mickey Mouse 
Ears and the child is given a pair of his own to put 
on. After singing the Mickey Mouse Club theme song 
he is allowed to say a few words into a “microphone” 
(or mask) which is attached to the anesthesia machine. 
Soon the child is asleep and the operation commences. 
Because this procedure is done slowly and intimately, 
the child is relaxed and calm. He is thus psychological- 
ly prepared for this operation and all future operations. 

8 





Anesthesiologist talking to patient upon arrival in 
operating room about Mickey Mouse Club. 
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Pediatric Anesthesia Procedures 
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Patient getting ready to say a few words into the Results of patient talking into “microphone.” 
“microphone.” 
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by Grace Paul 


™® STRICT FIRE PREVENTION REGULA- 
TIONS have taken Christmas trees 
out of many hospitals and other 
public places. In their place are 
original and interesting decorations 
which inspire conversation and fre- 
quently provoke originality. 

Employees of University of Kan- 
sas Medical Center have reported 
for the last several years that 
Christmas is more fun with the 
original decorations. 

Last year Johns Hopkins Hospital 
of Baltimore, Maryland, replaced 
the dozens of small trees throughout 
the hospital with a large 20-foot 
spruce tree in the courtyard where 
it could be seen from all the major 
hospital buildings. Fifteen strings of 
lights of 15 bulbs each were dis- 
played on this tree. 

Inside the hospital originality 
made the decorations more interest- 
ing and more fun—the tree made 
of Christmas balls, the “Merry 
Christmas” written with fireproof 
ribbon on the bulletin board, the 
tempera paintings, the “Merry 
Xmas” written in ice in the base- 
ment. 

The Christmas greeting in the 
engineering department was made 
of refrigeration pipes twisted to 
spell “Merry Xmas” and enough 
frost was allowed to collect on the 
outside of the pipes to spell out the 
greeting in white. Beneath was a 
winking snow man made of laundry 
bags stuffed to give the correct 
proportions. 

Tempera painting ranged from 
the simple sketches made on small 
windows to two elaborate displays 
done by a professional artist for the 
doors and a window in the outpa- 
tient department. A snow scene 
with trees and houses brought back 
memories for some, while angels 
and characters in the Christmas 
story decorated the entrance doors. 

Many of the tempera paintings 
by nurses and patients were ex- 
ceptionally attractive, and there 
were scores of them throughout the 
hospital. These were allowed al- 
most every place, except on fire 
escape doors. 

An attractive decoration was in- 
troduced by a patient who begged 
for tin cans as other artists ask for 
paper. The can was cut into thin 
ribbons which were twisted in vari- 
ous ways, decorated with Christmas 
balls on the end and sprayed with 
artificial snow. The completed dec- 
oration was more attractive than 
one would imagine, and a superb 
attention-getter as well as an effec- 
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tive conversation maker. These were 
placed throughout the hospital. At 
first the making of them was occu- 
pational therapy for one patient, 
but others began helping to make 
the clever decorations which lost 
all similarity to the cans from which 
they were made. Unfortunately they 
cannot be packed flat and require 
considerable space for storage. 
The first years of doing without 
the Christmas trees brought many 
new ideas and decreased the stor- 
age space required for Christmas 
decorations. Christmas balls which 
had been saved from year to year 
were converted to other decorations, 
such as centerpieces or tree-shaped 
collections of balls. Although many 
departments stuck to flame-proof 
decorations, and what they could 
make from  flame-proof paper, 
others arranged to flame-proof the 
materials they desired to use. 


Table |. Formulae for Flame-Proofing 





Boric Acid 

Pee OE ee 
. Ammonium Sulfate 

Borax 

Ammonium carbonate . 
Starch beat 

Boric Acid 


. Ammonium sulfate 
Warm Water _...... eS 

. Diammonium phosphate 
Ammonium chloride 
Ammonium sulfate _............. 
Warm water 

. Diammonium phosphate 
Warm water 

. Diammonium phosphate 
Warm water 9 
Saturate material, dry, coat with 3 layers 
of the following mixture: 
Milk casein 
Water 
Glycerine 
Ammonia solution (25%) 
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Instructions for flame-proofing 
can be obtained from almost any 
fire department. The Baltimore City 
Fire Department supplies six for- 
mulae (table 1). 

In every case the materials to be 
treated must be thoroughly free 
from dirt, grease, starch or other 
foreign substance. The material 
must be thoroughly saturated and 
dipping is preferred. The material 
or a small piece may be tested after 
drying by bringing it into contact 
with a well-lighted candle for at 
least 15 seconds. The material must 
not continue to burn for more than 
five seconds after it is removed 
from the flame. 

The chemicals recommended are 
chosen because they are not in- 
jurious to cloth nor to hands. It is 
wise to check a small sample or 
seek advice from the fire depart- 
ment concerning what chemicals to 
use on other materials. 

It is possible to obtain fireproof 
artificial trees, and these prove more 
satisfactory than attempts to fire- 
proof freshly cut trees. 

Housekeepers are delighted with 
the edict against Christmas trees 
for they are usually left up until 
they begin to. shed, and they be- 
come a neatness hazard as wel! as 
conducive to starting fires. 

The decorating of fireproof arti- 
ficial trees can be an exciting ad- 
venture, and some decorators have 
added vegetable coloring to the 
fireproofing materials to prepare 
bits of cotton to use as tree decora- 
tions. Mercurochrome, methylene 
blue and other stains have been 
used instead of vegetable coloring. 

The tree-shaped background for 
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“ MERIT RATING is the evaluation of employees by their 
immediate supervisors. It is a measurement of employee 
worth, but it is no more than a personal opinion. The 
supervisor is asked to complete an evaluation form on 
certain employee characteristics intended to compare 
the employee’s work with the work of others in the 
same kind of job. 

It is intended to accomplish four objectives: 

1. To identify those employees who are eligible for 
promotion to the next higher job in the same occupa- 
tion, as for example, head nurse from floor nurse. 

2. To identify employees who have the necessary 
skills, abilities and adaptabilities to fill a vacancy in 
another job or in another department. Example: Be- 
cause of a shortage of surgery aides, we may transfer 
a nurse aide from a medical or surgical nursing unit 
to O.R. to fill a surgery aide shortage. 

3. To evaluate and discuss with the employee his 
weak and strong points so that constant improvement 
on the job is sought by the employee working with an 
understanding and helpful supervisor. 

4. To have a record of job performance for any given 
time in the employee’s work history. This can be used 
if job seniority is a criteria for layoff or for other like 
administrative reasons. It is also helpful to determine 
whether the employee should be retained on the pay- 
roll, following a short probationary review, or whether 
probationary progress is such that he can be counted 
on to become a good employee. 

Merit rating is particularly important in a day of 
technical shortages and competitive demand, as ratings 
help a personnel program single out and retain (by re- 
ward) the best people in the hospital. Rewards may be 
monetary, as in the case of salary increases, or judg- 
mental, as in the case of praise for a high scored merit 
rating. 

A hospital salary plan may be based on single rates, 
or a rate range of step increases from a minimum to 
a maximum rate. In the case of the rate range plan, a 
hospital usually establishes salary increases for em- 
ployees on either an automatic or a merit plan basis. 


Automatic Increase 


If rate increases are awarded on an automatic basis, 
length of time on the job becomes the basic require- 
ment for eligibility for increases. Thus, the automatic 
plan offers salary increases at stated time intervals, 
such as every six months. If an employee is retained 
on the payroll, his raises are automatic, because of 
service or seniority. This system rewards the mediocre 
as well as the superior or marginally efficient employee, 
regardless of any difference in productivity or work 
habits. Raises are constant at fixed intervals until the 
maximum is reached. 

Under the merit plan of salary administration, merit 
ratings are used to tie in with salary increases. Adop- 
tion of merit rating as an added measurement of em- 
ployee worth over and above time on the job is con- 
sidered an “automatic and merit pay plan.” It com- 
bines seniority on the job with efficiency as a basis for 
pay raises. 

The immediate supervisor should rate the employee, 
as the supervisor is the one who is in the best position 
to observe ability to perform based on instructions and 
based on the job description. The supervisor rates such 
factors as employee’s performance, knowledge, interest, 
ability to get along with others, initiative and degree 
of responsibility. Ratings should be reviewed by all 
echelons of supervision and approved by the adminis- 
trator, as authority for rate changes, if recommended. 
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Such increases will have been budgeted in the person- 
nel budget of the department. 

The principles of merit rating include concepts ac- 
cepted and discussed by psychologists relating to hu- 
man behavior. They are: 

1) human beings are different in their personality, 
make-up and background; 

2) such differences as elements of personality can 
be measured on the job; 

3) supervisors can recognize these differences be- 
tween employees on the same job and rate employees 
accordingly; and 

4) utilizing a well-developed and validated rating 
system gives employees an added incentive to do his 
work well. 

The hospital administrator then adds a further prin- 
ciple as a corollary to the preceding: 

5) improved work performance by employees (in the 
hospital) brings about improved patient care. 


Forms and Methods 


Various forms and methods of merit rating are cur- 
rently in use. Whatever method is used, the following 
questions should be considered: 

1. What specific purposes will be accomplished by the 
merit rating program? 

2. What employees should be rated, nonsupervisory 
only? 

3. Who will rate—immediate supervisors? 

4, Will ratings by supervisors be reviewed by depart- 
mental heads and the administrator? 

5. Will the hospital purchase a pretested scale from 
a psychological supply house or prepare its own? 

6. Was the form pretested? 

7. Were raters trained in rating technic? 

8. How will ratings be scored? 

9. Will ratings be the basis for a supervisory-em- 
ployee discussion? 


Methods of Merit Rating 


Whether a merit rating system is called just that, or 
“service rating” or “progress rating” or “employee 
evaluation,” the purpose is the same, then, to discover, 
analyze, and classify the differences among workers 
based on job standards that must be applied to the kind 
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of job being done. In this area of job standards, what 
they are and how are they to be applied, we usually 
find difficulty among supervisors in agreeing on com- 
mon bases and common terms for employee rating. This 
becomes more apparent in the hospital because it is 
more difficult to develop a job standard for a nurse be- 
cause her patients are all different and because doctors 
are different. The machinist’s work in the factory is 
well suited to a job standard usually because his units 
of work produced can be seen and counted. Not so the 
graduate nurse, except perhaps in number of charts 
maintained or in number of medications administered. 

In either event, there are advantages to merit rating 
in the hospital. First and foremost, it is a review of the 
employee’s work by the supervisor. Where standards 
have been agreed upon by the supervisors and where 
a rating program has been developed by management 
that program can be a help to both employees and man- 
agement. The success of the program is not so depend- 
ent on the method of merit rating as on the spirit and 
attitude of supervisors and employees alike. 

What methods of merit rating are used in hospitals 
today? They include: 1) the ranking method, 2) the 
rating method, and 3) the check list or forced choice 
method. 


The Ranking Method 


The ranking method is used for small groups and be- 
cause of its simplicity has an advantage over other 
methods. Each individual employee is ranked in rela- 
tion to others in the same job group. From this ranking 
the individual is ranked in relation to the group in 
which he falls, whether it is in the upper 10 percent 
of the first or highest 10 percent (superior) or in the 
upper 10 percent of the largest group, the average 
group (50 percent). The rater simply picks out the in- 
dividuals he considers best, the one he considers next 
best, and so on, and ranks them in order. 


The Rating Method 


The rating-scale method is used most often, prob- 
ably because of its relative ease of rating, and the fact 
that the predetermined scales make it less difficult for 
the supervisor to rate. His responsibility is one of 
checking points on a scale of values related to a job 
characteristic, such as “initiative” or “production.” The 
scale has set the limits for the supervisor, and although 
he should consider each rating in relation to the total 
number being rated, he has, in fact, a “ready-made” 
measurement in the rating scale. 

The rating-scale method employs several different 
types of scales, but in all cases the scale standards used 
are either a series of numbers or descriptive adjectives, 
or a combination of both. 

Traits should be well defined to help eliminate error 
in ratings, since different raters will interpret the 
meaning of the trait differently. The traits most ac- 
curately judged by supervisors appear to be those for 
which “there is objective evidence, those which are 
simple and those which are carefully defined.” 

Some traits are more reliable than others, that is, 


*Ghiselli, Edwin E. and Brown, Clarence W.: Personnel and indus- 
trial psychology. New York, McGraw-Hill Book Company, Inc. 1948, 
117 


*Jucius, Michael J.: Personnel management, rev. ed. Chicago: 
Richard D. Irwin, Inc. 1951, p. 255. 

Bailey, Norman D.: Hospital personnel administration. Chicago, 
Physicians’ Record Company. 1945, pp. 243-257. 
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they are more likely to be reliably rated by supervisors 
than others. In one study it was noted that the rating 
of “knowledge of the job” and “productivity” were 
more reliable than factors of “health” and“safety.” 

Most hospital literature on merit rating indicates that 
hospital ratings are attempting to describe the degree 
of worth of the employee on factors rated in relation- 
ship of employee to patient contribution. This is a 
worthwhile emphasis if it can be done but the evidence 
is inconclusive. In some hospitals an employee is rated 
on “success in dealing with patients” and “courtesy in 
dealing with patients” and “initiative in anticipatiny 
patient needs.” 


Check-list Method 


The check-list method of rating is also called the 
forced-choice method, because the supervisor is literal - 
ly “forced” into choosing his rating of the employee in 
each characteristic as he selects the phrase which he 
thinks best describes the employee. As noted by Ju- 
cius, the following is an interesting example of the 
forced-choice technic of merit rating, where the form 
checked by the supervisors are performance reports 
of employees, and a separate form is used for rating: 
Most Least 

Would be very difficult to replace. 

Lets difficulties get him down. 

Alert to new opportunities for the com- 
pany. 

Tries to run things his own way. 

Tends to delegate things which will not 
reflect credit on him. 


The rater cannot exercise his bias in rating because 
he does not know the significance attached to each 
block of choices. Some are neutral, some have no 
weights, and others have positive or negative weights. 
When finally scored, the employee is rated on the way 
his supervisor sees his performance. 


Errors in Rating 


In rating employees, most supervisors make the same 
kind of mistakes in completing the rating forms. These 
include constant errors, the “halo” effect and logical 
errors. 

Constant errors occur when a supervisor exercises 
too much leniency and overrates, or when he commits 
the error of “central tendency” which is shown where 
a form has check marks at all average points on a scale. 
Most people tend toward the average, true, but they do 
not do this on all traits. It is the course of least re- 
sistance, perhaps, for the supervisor to mark “average” 
for most of the points on the employee scale. 

The “halo” effect is seen when we all tend to let a 
general impression or characteristic, such as a pleasant 
appearance, influence our judgment in rating other fac- 
tors not related to appearance. 

Logical errors are made when the supervisor rates 
one factor, such as cooperation, high and then tends to 
give the same high rating to other characteristics where 
cooperation is a part of the characteristic. Or, for ex- 
ample, a supervisor believes an employee to have 
marked initiative and then rates him equally high o1 
other factors which include some element of initiative 

Another error in rating occurs when supervisors ap- 
ply different values or standards in rating, whether 
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® TODAY'S HOSPITAL does not limit 
its responsibility to the profession- 
al aspects of patient care alone. 
Progressive hospitals continually 
strive to improve public relations 
by FIRST doing something about 
their human relations. Since the ad- 
mitting office is usually the last as 
well as the first point of contact for 
the applicant and his family and 
friends this office is of extreme im- 
portance to the patient, the hospital 
and the community. 

The success or failure of a hos- 
pital admitting room depends upon 
two major factors: the appearance 
of the area and the quality of recep- 
tion as evidenced by the perform- 
ance of a competent and well- 
trained admitting staff. 


The Appearance of The Admitting 
Room 


When the applicant walks into 
the admitting area, his socio-eco- 
nomic problems are, to him, as great 
as his physical illness. He is an- 
xious, worried, depressed and prob- 
ably lonely. In many instances, he 
is ashamed. 

Seldom is an applicant not afraid. 
Fear is a concomitant factor in most 
hospital admissions. As the appli- 
cant sits in the admitting room, his 
negative emotions may continue to 
regress into irritation, anger or dis- 
gust. However, this regression is 
unnecessary for these moods can 
be partially or totally eliminated 
during the admitting process. If 
they are removed, the nurse is able 
to greet a friendly, positive-thinking 
patient when he arrives on the 
ward. 

What should the admitting area 
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be like in appearance? First, it 
should be as much like the average 
home as possible. The home, repre- 
senting beauty and security to the 
patient, is far different from the 
professional decor that is necessary 
in ward operation. Thus, the admit- 
ting area should be the connecting 
link—a friendly, clean, home-ap- 
pearing area staffed with kindly, 
intelligent people. The admitting 
personnel are the connecting link 
between the loved ones at home and 
the professional personnel on the 
wards. 

Hospital admitting areas should 
be analyzed with the following im- 
portant factors taken into consider- 
ation: 

The Location: The most effective 
admitting rooms are located near 
or adjacent to the central point of 
entrance to the hospital. They 
should be removed from areas 
which present a depressing mental 
picture such as the morgue, the 
various utility areas, the kitchens, 
the laboratories and so forth. I re- 
cently visited a midwestern hos- 
pital where the admitting area was 
a few yards from the morgue en- 
trance. In many of our hospitals, 
the admitting rooms are located in 
a remote spot, oftentimes in base- 
ments with steampipes banging 
overhead and drab storage areas as 
decor. 

The Size: The admitting area 
should be in a large room with an 
adjacent medium-sized room or 
rooms for private discussions such 
as business arrangements, personal 
interviews and conferences with so- 
cial workers. 

The Color Arrangement: Pleasing 
pastel color combinations add cheer 


A formula for improving public relations 


to the room. Drab gray and con- 
servative green colors per se are ob- 
solete. 

The Lighting: The admitting area 
should face in the direction from 
which natural sunlight is admitted 
for a maximum portion of the day. 
Artificial lighting for the area should 
come from attractive table lamps 
rather than the usual floor lamps or 
cold, indirect office lighting. 

The Furniture: The furniture 
should be as home-like as possible. 
Stay away from wooden benches, 
out-dated heavy overstuffed furni- 
ture or the too-modern chrome- 
leather variety. 

The Decorations: The over-all ap- 
pearance of the admitting area 
should simulate that of the taste- 
fully furnished household. There- 
fore, suitable colorful drapes as well 
as pleasant pictures should be used. 
Photographs should be avoided but 
reproductions of well-known paint- 
ings are encouraged. Carpeting is 
advisable instead of the usual mar- 
ble, tile or wood floor. Reading ma- 
terial should be placed neatly on 
end tables or coffee tables; however, 
this material must be the latest 
issue. Smoking should be permitted 
rather than discouraged. Cleanli- 
ness, of course, is a most important 
aspect of this area and it should be 
cleaned a minimum of three times 
a day—morning, afternoon and eve- 
ning. 


The Admitting Office Staff 


The receptionist is one of the key 
employees of the hospital from the 
standpoint of human relations with 
the community. Too frequently, the 
Please turn to page 100 
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Comprehensive Care Through Group 
Practice — Prepayment 


One of the best known and largest 
of these plans is the Health Insur- 
ance Plan of Greater New York, 
established in 1947 as a community 
organization through the leadership 
of Mayor Fiorello LaGuardia. The 
purpose of the organization was to 
make available a program of com- 
plete medical care to city employees 
and to employees of private indus- 
try and their dependents. The first 
enrollees of the program were mem- 
bers of a labor union, the Chef and 
Cooks Union Local 89. By 1957, HIP 
had attained an enrollment of more 
than 500,000 persons throughout 
Greater New York City and was 
providing services through 32 affili- 
ated groups of family physicians 
and specialists. 

The Health Insurance Plan pro- 
vides remarkably comprehensive 
medical care, with almost no extra 
charges, including the services of 
physicians in the patient’s home, 
the doctor’s office, and the hospital. 
Most enrollees in HIP receive their 
hospital care through Blue Cross. 

A series of special studies have 
revealed some of the significant 
benefits enjoyed by HIP subscrib- 
ers. One study, financed by two 
foundations, showed that nearly 75 
percent of all HIP members saw a 
doctor in a 12-month period, as 
compared with 57 percent for the 
general New York City population. 
Another study showed that 90 per- 
cent of HIP families with infants 
under one year of age used the 
services of pediatricians, as against 
a city-wide average of 50 percent. 
The City Health Department par- 
ticipated in a study revealing that 
under HIP medical group care few- 
er pregnancies ended in stillbirth 
and fewer infants died soon after 
birth. 

The group practice pattern of 
HIP seems to have advantages in 
the economics as well as the quality 
of care. A study financed by the 
Public Health Service showed HIP 
subscribers using about 20 percent 
less hospital care than subscribers 
to the fee-for-service Blue Shield 
plan, though both groups were in- 
sured for the same hospital benefits 
through Blue Cross. 

In a talk to Blue Cross-Blue 
Shield executive personnel in 1958, 
Albert J. Hayes, president of the 
International Association of Ma- 
chinists, referred to the switch of 


Part | began on page 42 of the October 
issue; part Il on page 39 of November, 
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‘Labor's Influence 


What underlies labor’s growing 
interest in direct service plans 
linking group practice with pre- 
payment? The answer lies more in 
the positive demonstrations of such 
plans than in discontent with the 
inadequacies of typical voluntary 
insurance programs. A number of 
these group health plans have flour- 
ished in the postwar period, being 
developed under such varying spon- 


certain IAM members from Blue 
Shield to HIP and commented: 

“What is competition in the pre- 
paid medical field? Basically, it is 
the desire for good health, rather 
than the outworn appeal to insur- 
ance against the high costs of neg- 
lected health. That is what im- 
pelled our New York members to 
change from a plan which gave 
them limited cash indemnity for 
limited medical expenses to a guar- 
antee of broad medical service with 
an emphasis on prevention and 
early treatment.” 

Despite its remarkable record, 
HIP is providing service under dif- 
ficulties. The obstacles physicians 
in HIP groups are encountering in 
securing hospital privileges in com- 
munity hospitals in areas outside of 
Manhattan are such that HIP may 
well establish certain hospitals that 
will provide focal points for the de- 
velopment of hospital-centered 
groups. The advances under HIP 
have been gained in spite of the 
fact that the specialists in a given 
group have not ordinarily had priv- 
ileges in the same hospital, with the 
opportunity this would afford for 
coordinated care in the hospital as 
well as in the group center. 

The Kaiser Foundation Health 
Plan on the West Coast doesn’t have 
this particular difficulty, for this 
second “giant” among comprehen- 
sive care plans has its own exten- 
sive network of 14 hospitals and 40 
group centers. Some 600 full-time 


physicians comprise the medical: 


partnerships that provide complete 
care on a group practice basis to 
upwards of 600,000 subscribers in 
the San Francisco, Los Angeles, and 


Portland areas. The Kaiser Plan : | 
grew out of an industry-sponsored i 


prepaid medical service in the ship- 


yards in the Bay Area during the 
War. When the shipbuilding indus- 
try melted away at the end of the 
War, the medical care program 
would have been abandoned except 
for the insistent demand from var- 
ious unions that it be continued 
and made more widely available. 
When service was offered to em- 
ployed groups in the San Fran- 
cisco area, County AFL and CIO 
Councils endorsed the program and 
a remarkable period of growth en- 
sued that is apparently limited to- 
day mainly by the availability of 
hospitals and clinics. 

Labor groups also participate in 
Group Health Cooperative of Puget 
Sound, a democratically organized 
consumer association in Seattle that 
owns its own hospital and is about 
to build a new one. A growing 
membership of close to 50,000 peo- 
ple is served by a full-time medical 
group of personal physicans and 
specialists. This cooperative is a 
relative newcomer compared with 
the Community Hospital-Clinic in 
Elk City, Oklahoma, sponsored by 
the Farmers Union, which has long 
brought the advantages of prepaid 
medical group services to the sur- 
rounding rural population. 

Labor’s interest in the community 
approach has again been illustrated 
by a significant recent event in 
Washington, D. C., where Group 
Health Association has just ex- 
tended its comprehensive services 
to some 9,000 Transit Workers and 
their dependents. GHA group phy- 
sicians, once denied hospital privi- 
leges, have been welcome in Wash- 
ington’s best hospitals since the Su- 

«oreme Court in 1943 upheld the 
J:onviction of the A.M.A. and the 


| istrict Medical Society for viola- 


gion of the Sherman Antitrust Act. 
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That these and other group prac- 
tice-prepayment plans are striking 
at the very core of certain basic 
issues today is seen in hospital uti- 
lization data. Need Blue Cross pre- 
miums go up and up? Let’s look at 
the record. In 1957 Blue Cross sub- 
scribers over the nation utilized an 
average of 1,021 days of hospital 
care per thousand persons. On the 
other hand, the figure for Kaiser 
Plan subscribers that year was 660 
days per thousand, for Group 
Health Association it was 523 days, 
and for the members of Group 
Health Cooperative of Puget Sound 
it was 518 days. 


Miners Memorial Hospitals 


The United Mine Workers Wel- 
fare and Retirement Fund health 
program illustrates a quite differ- 
ent approach to health care. The 
UMW Fund provides services to its 
beneficiaries in 24 coal mining 
states through agreements with lo- 
cal physicians and local hospitals. 
The benefits include hospital care, 
all medical care in hospital, and 
specialist care for ambulatory pa- 
tients. Originally, the Fund adopted 
the policy of providing services 
through virtually any physician or 
any hospital. Subsequently, to 
achieve reasonable standards of 
care, the Fund found it necessary 
to remove some doctors and hos- 
pitals from its approved list. The 
total number of beneficiaries en- 
titled to care through this major 
program approaches one million. 
The Annual Report of the Fund for 
1958 shows total hospital and medi- 
cal expenditures of over $59 million 
in behalf of 93,679 beneficiaries who 
received specific health services. 

When the Fund found it neces- 
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sary to build hospitals in the more 
remote mountain areas of Kentucky, 
West Virginia, and Virginia, to 
make adequate health care possible 
for its beneficiaries, it planned open 
staff hospitals that would be avail- 
able to the whole community but 
it also recognized in its planning the 
values of group medical practice. 
Each of the ten hospitals has as a 
basic nucleus within its medical 
staff an organized group of full- 
time specialists and general physi- 
cians. Each active staff also in- 
cludes physicians who had been 
practicing in the vicinity—mostly, 
but not entirely, general practi- 
tioners. The services made available 
to beneficiaries in this area have 
come to comprise virtually com- 
plete medical care. The whole level 
of medical services for the general 
population of an extensive area has 
been elevated through the leaven 
of high standard, hospital-centered 


_group medical practice. 


Community Health Association 


Because of its commitment to 
adhere to the high principles of 
health care and medical organiza- 
tion that have been evolving in the 
group health movement, and be- 
cause of the opportunity afforded 
to build on the experience of other 
plans, the Community Health As- 
sociation of Detroit is being watched 
with great interest throughout the 
labor health field. 

This new group practice-prepay- 
ment plan, while intrinsically a 
community organization, has been 
sponsored and supported during its 
preoperational phases by the United 
Auto Workers. The organizing force 
behind the organization has been 
Walter P. Reuther, who enlisted 


prominent and influential Detroit 
citizens to serve on the board of 
directors. Guiding principles and 
operating policies have been formu- 
lated under the aegis of this board 
which will be succeeded progres- 
sively in the next few years by a 
board elected by the prospective 
CHA membership. It is anticipated 
that the enrollment of members will 
commence before the end of this 
year, with services being initiated 
early in 1960. 

Membership benefits are still to 
be spelled out in detail, but they 
will include physicians’ services in 
the home, medical group center, and 
hospital. In addition to broad hos- 
pital coverage, it is expected that 
members will be eligible for treat- 
ment at home under a home care 
program. 

While the precise level of mem- 
bership dues has not yet been an- 
nounced, present planning indicates 
that the dues structure will be rea- 
sonably competitive with Blue Cross 
and Blue Shield rates for their 
maximum benefit program. 

The philosophy of community in- 
tegration finds expression in the 
stated aim of the Association to 
provide service to any group, sub- 
ject only to sensible underwriting 
rules. Thus, although the program 
is labor-sponsored, its membership 
opportunities will be limited neither 
to UAW union locals nor to other 
Detroit area unions. The philosophy 
of voluntary participation and dual 
or multiple choice of plan has been 
aptly described by Mr. Reuther in 
the following statement before the 
Michigan State Medical Society: 

“We are also convinced that fur- 
ther experimentation is necessary; 


Please turn to page 123 
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Who's Who 





AsraMs, Lou—new administrator of 
the new Houston County Hospital, 
Warner Robins, Georgia. 


ANDERSON, Bitt—is new administra- 
tor of the new Gilmer County Hos- 
pital, St. Marys, Georgia. 


BetcHer, CHARLES W.—has been ap- 
pointed to the post of research as- 
sociate on the staff of the Greater 
St. Louis Hospital Council, St. 
Louis, Missouri. 


ee 


A 


C. W. Betcher Lt. Col. Hunt 


Hunt, Lr. Cot. Atsert B.—named 
comptroller of Walter Reed Army 
Medical Center to replace Lr. Cot. 
Maney G. Morrison, who has as- 
sumed new duties at the Army War 
College, Carlisle Barracks, Penn. 


Brapy, NormMaNn—appointed direc- 
tor of Presbyterian-St. Luke’s Hos- 
pital, Chicago, Illinois. 


BrREMSETH, JAMES O.—appointed as- 
sistant administrator of Trinity Lu- 
theran Hospital, Kansas City, Mis- 
souri. He was formerly assistant 
administrator of Greene Memorial 
Hospital, Xenia, Ohio. 


Briccs, Mrs. Royat, R.N. See DE- 
Amicis notice. 


Cary, Eart. See Dosss notice. 


CiaRKE, EtmMeR—new administrator 
of Emmanuel County Hospital, 
Swainsboro, Georgia. 


Ciark, GLEN R.—appointed admin- 
istrative assistant of Baptist Me- 
morial Hospital, Gadsden, Ala- 
bama. 


Cottins, STEPHEN B.—has been ap- 
pointed assistant administrator of 
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Good Samaritan Hospital, Vin- 
cennes, Indiana. He succeeds FRANK- 
Lin E. Smmex, who has been named 
administrator of the Lafayette 
Home Hospital, Lafayette. 


Davis, EMery. See Lotreck notice. 


Dosss, JEssE E. Jr.—has assumed 
the duties as administrator of the 
Okeene Municipal Hospital, Okeene, 
Oklahoma replacing Eart Cary, 
who resigned to accept the position 
of administrator of the soon to be 
opened Fairview Hospital. 


Doxut, JoHN R.—appointed admin- 
istrative assistant of Blessing Hos- 
pital, Quincy, Illinois. 


Dumas, Joun C.—appointed super- 
intendent of Minneapolis General 
Hospital, Minneapolis, Minnesota. 
He was formerly executive as- 
sistant to the vice-chancellor, 
Health Professions at the University 
of Pittsburgh where he was in 
charge of hospital affairs. He suc- 
ceeds Donatp F. Smirx, who be- 
came administrator of the Clifton 
Springs Sanitarium and Clinic, Clif- 
ton Springs, New York. 


DeAmicis, JoHN—assumed the du- 
ties as administrator of Crystal 
Falls (Michigan) Hospital. He re- 
places Mrs. Royat Brices, R.N., 
who has resigned. 


Fretp, Miss Miran Ctarre. See 
KIMMEL notice. 


Fox, Dr. Eva F.—resigned as medi- 
cal director of the Hospital of 
Woman’s Medical College of Penn- 
sylvania to devote full time to the 
study and practice of radiology. She 
will continue with the College and 
Hospital as clinical assistant profes- 
sor of medicine and associate in 
radiology. Dr. Rosert L. LAMBERT 
has been elected to succeed her. 


GRUBEL, FREDERICK—is now deputy 
executive director of Maimonides 
Hospital, Brooklyn, New York. He 
was formerly associate director of 
Montefiore Hospital, New York 
City. 


GurHOLT, Rocer E.—named assist- 
ant director of the Jewish Hospital, 
Louisville, Kentucky. 


Hart, GrorcE—new administrator of 
Memorial Hospital of Washington 
County, Sandersville, Georgia. 


HERMAN, JAMES—appointed assist- 
ant director of Presbyterian-St. 
Luke’s Hospital, Chicago, Illinois. 


JaMEs, JOHN Y.—joined the admin- 
istrative staff of Michael Reese Hos- 
pital Medical Center, Chicago, II- 
linois as associate director. 


Jerrers, A. H.—new administrator 
of Bacon County Hospital, Alma, 
Georgia. 


Krumet, Miss ANNE R.—has been 
appointed director of nursing at 
Sherman Hospital, Elgin, Illinois. 
She succeeds Miss Mirtan Ciaire 
Fretp, who has resigned. 





| 
i 


Sr. Dorothy Miss Kimmel 
Maria 


Sister DorotHy Marita—is the new- 
ly appointed administrator of S.S. 
Mary and Elizabeth Hospital, Louis- 
ville, Kentucky. She succeeds Sister 
Joun Mirtam, who has been hos- 
pitalized at St. Joseph’s Infirmary in 
Louisville. 


LAMBERT, Dr. Rosert. See Fox no- 
tice. 


Lotreck, CHartes T.—presently as- 
sistant director of Genesee Hospital, 
Genesee, New York has been named 
administrator of the W. W. Backus 
Hospital, Norwich, Connecticut. He 
succeeds Emery H. Davis, who re- 
tires after service with the hospital 
since 1944. 


Please turn to page 125 
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What Associations Are Doing 


Commendation Ribbon 


™ COLONEL JAMES T. RICHARDS, ex- 
ecutive officer of Brooke Army 
Hospital, receives the Army Com- 
mendation Ribbon with Metal Pend- 
ant from Major General William E. 
Shambora, commander of Brooke 
Army Medical Center. The award 
was made at a retirement ceremony 
for Colonel Richards who has served 
in the Army Medical Service Corps 
for 20 years. a 


American Dietetic Assn. 


® DORIS JOHNSON, PH.D., director of 
the Department of Dietetics and the 
dietetic internship program at 
Grace-New Haven Community Hos- 
pital, New Haven, Connecticut, took 
office as president of The American 
Dietetic Association. 

Dr. Johnson succeeds LeVelle 
Wood, associate professor and chair- 
man of the Division of Institution 
Management, School of Home Eco- 
nomics, Ohio State University, 
Columbus. 

Other members of the 1959-60 Ex- 
ecutive Board are President-Elect 
Mrs. Cora Kusner, director, Depart- 
ment of Dietetics, Colorado State 
Hospital, Pueblo; Margaret L. Ross, 
Ph.D., director of the School of 
Home Economics at Simmons Col- 
lege, Boston, who will complete a 
two-year term of office as secre- 
tary; Evelyn A. Carpenter, direc- 
tor of dietetics, Philadelphia Gen- 
eral Hospital, Philadelphia, Penn- 
sylvania, who will serve as treasurer 
for two years; and Edith A. Jones, 
chief of the Nutrition Department, 
National Institutes of Health, Be- 
thesda, Maryland, who has become 
speaker of the House of Delegates. 
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Tidewater Hospitals Council 


= tHE following were elected for 
the forthcoming year: President Dr. 
David Babnew, Jr., administrator, 
Northampton-Accomack Memorial 
Hospital; Vice President Miss Har- 


riet V. Ailstock, administrator, Vir- 
ginia Beach Hospital, Virginia 
Beach, Virginia; Secretary-Treas- 
urer Mr. Earl Titman, administra- 
tor, Portsmouth General Hospital, 
Portsmouth, Virginia. a 
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This first fully-transistorized TV 
camera for educational use is 
revolutionary in compactness, 
low cost, ease of operation, bril- 
liant performance and reliability. 
Before you buy any closed-circuit 
television, be sure to see this 
remarkable Philco camera. Our 
engineers will gladly help you 
design a TV system to fit your 
specificrequirements.Get the facts 
now... write for your free copy 
of the Philco TV Planning Book. 
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Hospital Bureau 


pe ee | 

R. L. Davis 

® THE BOARD OF DIRECTORS of the 
Hospital Bureau, Incorporated, 60 

West 55th Street, New York 19, New 

York, announce the appointment of 

Mr. Richard L. Davis of Jackson 

Heights, New York, as executive 
director. He succeeds Mr. William  . 


Hospital Food Administrators’ Association 


A. Gately who has been the or- Elected at their June 1959 Meeting in the N. Y. U. Bellevue Medical College. 


ganization’s executive director for 
the past twenty-eight years. e 


Seated left to right: J. Louis Read (Mt. Sinai Hospital) president-elect; John 
H. Rudd (Presbyterian Hospital) honorary director. Standing: Lt. Joe Honish 


(U. S. Naval Hospital) 2nd vice president; Edward Peterson (Polyclinic 
Hospital) secretary; Fred Haas (L. I. Jewish Hospital) director; Samuel 
Kohel (Beth Israel Hospital) director; Herbert Freeman (St. Francis Hospi- 
tal) treasurer; Jacques W. Bloch (Montefiore Hospital) vice president; John 
E. Medevielle (N. Y. U. Bellevue Medical College) director. 


Mid-West Hospital Assn. Purchasing Workshop 


<s, RS 


L to r: Lloyd Murphy, purchasing agent, University of 
Kansas Medical Center, Kansas City, Kan.; John Luebs, 
administrative resident, K. U. Medical Center, Kansas 
City, Kan.; John Millard, administrative resident, 
Bethany Hospital, Kansas City, Kan.; Mike Kelly, ad- 
ministrative resident, St. Luke’s Hospital, Kansas City, 
Mo.; and James D. Leslie, office manager, Bryan Me- 
morial Hospital, Lincoln, Neb. 


L to r: Charles S. Means, purchasing agent, Sparkes 
Memorial Hospital, Fort Smith, Ark.; Frank M. Lyle, 
officer in charge, Fresh Products Standardization and 
Inspection Service, U. S. Dept. of Agriculture, Kansas 
City, Mo.; Gerre J. Hickerson, purchasing agent, 
Menorah Medical Center, Kansas City, Mo.; and Sister 
M. Beatrice, O.S.B., purchasing agent, St. Bernard’s 
Hospital, Jonesboro, Ark. 
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L to r: Julius Finkelston, director of purchasing, St. 
Luke’s Hospital, Kansas City, Mo.; Richard G. Holding, 
purchasing agent, North Kansas City Memorial Hos- 
pital, North Kansas City, Mo.; John E. Nelson, purchas- 
ing agent, Immanuel Hospital, Omaha, Neb.; Harvey W. 
Bennett, director of purchasing, Independence Sani- 
tarium and Hospital, Independence, Mo.; and Marshall 
A. Rainbolt, purchasing director, Research Hospital, 
Kansas City, Mo. 


L to r: Paul Pearson, pharmacist and purchasing agent, 
Stillwater Municipal Hospital, Stillwater, Okla.; Lile 
G. Jolly, purchasing agent, University of Oklahoma 
Medical Center, Oklahoma City, Okla.; Weldon R. 
Neislar, purchasing agent, Missouri Baptist Hospital, 
St. Louis; Jerrel D. Noble, purchasing agent, St. An- 
thony Hospital, Denver, Colo.; Robert W. LeMasier, 
purchasing agent, Arkansas Baptist Hospital, Little 
Rock, Ark.; and Harold W. Fisher, VA Hospital, St. 
Louis. 
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EVEN IN “SEEMINGLY HOPELESS CASES” 
INVOLVING “HOSPITAL STAPH”... 


“It would appear, therefore, that from this limited experi- 
ence with 17 desperately ill patients, parenteral novobiocin 
| Albamycin] is therapeutically effective and offers a reason- 
able expectation of a favorable response even in seemingly 
hopeless cases.” 

Garry, M. W.: Am. J. M. 


Sc. 236:330 (Sept.) 1958. 


“Staphylococcal sepsis, particularly as it appears within the 
hospital environment, continues to represent a serious and 
difficult therapeutic problem. ...It would appear that novo- 


biocin [| Albamycin], like other broad-spectrum antimicro- 


[Urioke 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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For more information, 


bial agents, will be of clinical value in a certain number of 
staphylococcal infections.” 
Colville, J. M.; Gale, H. H.; 


Annual 1957-1958, p. 920. 


Cox, F., and Quinn, E. 


The use of Albamycin has not been accompanied by systemic 
toxicity — renal, hepatic, or hematopoietic. Side effects (s 
as skin rash) have been minor in nature, and those th: 
occur are easily managed.*™ 


1. Garry, M. W.., op. cit. 2. Editorial, New England J 


16) 1959 


Med 


Am. Surgeon 24 


3. Nunn, D. B., and Parker, E. F.: 


ALBAMYCIN 
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A.CH.A. Activities 


The College will present its third 
annual Congress on Administration 
at the Morrison Hotel between 
February 4-6, Ray E. BOOwN ACHA 
president and chairman of the Gen- 
eral Planning Committee for the 
event has announced. 

According to Mr. Brown, the for- 
mat of next year’s Congress will 
parallel the program presented in 
February of this year: there will be 
four General Assemblies, each fea- 


turing a prominent guest speaker, 
and a battery of 20 morning Man- 
agement Seminars devoted to var- 
ious managerial subjects. 


The Book Award Committee, 
headed by JAMES A. HAMILTON, di- 
rector of the program in hospital 
administration, University of Min- 
nesota, Minneapolis, has been re- 
viewing outstanding administrative 
books published during 1958 that 





Less Desk Duty 


More Time For Floor Duty 
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ACME VISIBLE System For 
Doctor's Orders gives the R.N. back 
to the patient. It lets her spend less on-duty 
time at a desk. Doctors’ medication and 
treatment orders are recorded and referred 
to much faster with these Acme Visible 
printed forms that slip into aluminum 
pocket frames with individual hinged 
hangers. Cards can be removed or replaced 
without disturbing other hangers or pockets 
which shift easily for insertion of new 
records in sequence. Acme offers a wide 
assortment of forms in stock or special 
design to fit your needs. Ask for samples. 
SEND COUPON NOW. 


4 Card Sizes | Capacity | 
6 x 4" cards | 


Item No. 


AT-HP-6411 
AT-HP-6415 
AT-HP-8511 
AT-HP-8515 





6 x 4” cards 
8 x 5" cards 
8 x 5" cards 
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might qualify for the College’s 1960 
Hospital Administrator’s Award, a 
commendation that includes a $500 
cash prize. 


For the selection of the 1960 win- 
ning book, the committee has sought 
recommendations from four major 
groups: deans and chairmen of de- 
partments of a number of universi- 
ties, book publishers, editors of 
journals carrying reviews of books 
on administration and members of 
the College. 


The author of the prize-winning 
book will be invited to address one 
of the General Assemblies at the 
Congress. 


Previous authors who have won 
the College’s Hospital Administra- 
tor’s Award are HERBERT A. SIMON in 
1958 for his book, Administrative 
Behavior, and CHRIS ARGYRIS, 1959, 
for Personality and Organization. 


The Article Award Committee, 
directed by RICHARD D. VANDERWARK- 
ER, vice president, Memorial Center 
for Cancer & Allied Diseases, New 
York City, meanwhile, has been re- 
viewing eight publications serving 
the hospital field in search of an 
outstanding article on the subject of 
administration. 


There are two new members on 
this committee: WALTER J. MCNERNEY, 
director, program in hospital admin- 
istration, University of Michigan, 
Ann Arbor, and FREDERICK C. LE- 
ROCKER, director, Sloan Institute of 
Hospital Administration, Cornell 
University, Ithaca. 


In addition to selecting the author 
of an outstanding magazine article 
on administration, the committee 
will also assist with choosing a re- 
cipient of an Edgar C. Hayhow 
award, being granted for the first 
time in honor of the former presi- 
dent and benefactor of the College. 
This particular author will be 
chosen from contributors to the 1959 
issues of the quarterly journal of 
the College, Hospital Administra- 
tion. 


Registrants to next year’s Con- 
gress will have an opportunity to 
attend two seminars of their choice, 
as in the past. 


The Congress will also present a 
Reception and buffet, a _ladics’ 
luncheon, a preceptors’ luncheon 


‘and an alumni night for course 


graduates of various programs in 
hospital administration. 


The registration fee for the three- 
day Congress on Administration 
will be $30; students and presiden's 
of programs in hospital administra- 
tion may attend for $10. 4 
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With the New 
SEPTISOL 


3-dimensional procedure, 


scrubbing time is greatly reduced, effectiveness is 
increased and the entire method of antiseptic skin 
preparation is MODERNIZED. 


ist DIMENSION (Fast, effective skin 
degerming) 


Tincture SEPTISOL (SEPTISOL diluted with 2 parts 
alcohol) combines the rapid killing power of alcohol, for 
immediate bacteria reduction, with the residual anti- 
bacterial activity of hexachlorophene, deposited in the 
deep layers of the skin to curb the regeneration of 
bacteria. 


With Tincture SEPTISOL a person with no previous ex- 
posure to hexachlorophene may obtain, IN JUST 3 MIN- 
UTES OF SCRUBBING (no brush), a bacterial reduction 
otherwise attainable only in two or more consecutive 
days using an aqueous hexachlorophene detergent. 


Tincture SEPTISOL is recommended for all emergency 
scrubs, all preoperative patient skin preparation, anyone 
with no previous exposure to hexachlorophene, whenever 
washing with hexachlorophene has lapsed for more 

than 24 hours. 


2nd DIMENSION (Routine skin degerming) 


REGULAR AQUEOUS SEPTISOL (SEPTISOL diluted 
with 2 parts water) gives effective residual antibacterial 
activity, high detergency cleansing action plus won’t 
irritate normal skin. After the complete degerming of the 
skin has been accomplished by the lst SEPTISOL 
Dimension, the routine daily use of REGULAR 
AQUEOUS SEPTISOL wili build-up and maintain the 
hexachlorophene protection to curb the regrowth of 
disease causing skin bacteria. REGULAR AQUEOUS 
SEPTISOL is recommended for: the surgical scrub 
where there has been exposure to hexachlorophene within 
24 hours. Scrub between glove changes, post-operative 
wash of surgical team and patient, and all regular hand 
washing by all personnel. 


3rd DIMENSION (in-between wash periods) 


SEPTISOL ANTISEPTIC SKIN CREAM:—Ideal for 
periods between washes, after hours, weekends, etc., to 
maintain the high degree of hexachlorophene protection. 
Keeps skin feeling fresh and clean. Adds additional hexa- 
chlorophene protection with each use. Prevents dryness 
and skin irritation. Excellent for infant skin lubrication 
and protection. Treats pyogenic skin infections. A 
wonderfully soothing massage to prevent patient bed sores, 


Try the NEW SEPTISOL 3-DIMENSION procedure 
in your hospital. 


Write to VESTAL, Inc. for free new SEPTISOL booklet 
4963 Manchester Ave., St. Louis 10, Missouri 


For more information, use yellow postcard inside back cover. 
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Unretouched photo of pipe, corroded by carbonic acid, 
which has been “half-soled.” This was only a tempo- 
rary cure, for now the patch is also being eaten away. 


Water Treatment 


Fundamentals 


by G. E. MacLean 


FOR AIR CONDITIONING AND 
STEAM BOILER EQUIPMENT 


Those familiar with galvanic ac- 
tion, know that it is the same prin- 
ciple that is utilized in both dry and 
wet storage batteries. The passive 
hydrogen film, which retards fur- 
ther iron solution, is removed by 
the presence of free oxygen to form 
more water, thus allowing more 
iron to react with the removal of 
the oxygen. This type of corrosion 
can be prevented. 

We will now go back and pick up 
the second dissolved gas which may 
cause corrosion trouble in the 
steam water cycle. This is carbon 
dioxide. If we were dealing only 
with free CO. (carbon dioxide) in 
the water source, the problem 
would be relatively simple since a 
large percentage could be removed 


Part | of this article began on page 50 of 
the November issue. 

Mr. MacLean is district sales manager, 
Dearborn Chemical Co. Appreciation is ex- 
ressed to the Research Laboratory, Dear- 
orn Chemical Co., for the use of the illus- 
trations. 

Presented at the Tennessee Hospital En- 
gineers' Meeting in Nashville. 
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by deaeration and the problem of 
corrosion from this material great- 
ly decelerated. However the car- 
bon dioxide is tied up in the car- 
bonates and bicarbonates and pre- 
heating temperatures are not suffi- 
cient to break these products down 
entirely. When these materials get 
into the boiler at high pressures 
and high temperatures, the break- 
down does occur and free CO: is 
released as a gaseous part of the 
steam produced. This in itself is not 
corrosive but subsequently, when 
the steam is recondensed to be re- 
turned to the boiler, as part of the 
boiler feedwater this free CO: com- 
bines with hydrogen in the rela- 
tively pure water to form carbonic 
acid and developes pH values of a 
low as 5.0. Under these conditions 
it attacks the steel in the return 
line systems with their ultimate de- 
terioration and failure. 

The earlier approach was the ap- 
plication of organic compounds 
which are analogous to ammonia. 


When these are added to the boiler 


water they volatilize with the steam. 
When the steam is condensed, these 
volatile materials, called amines, 
react with the CO: to pick it up as 
amine carbonates, thus denying its 
combination with hydrogen to form 
the destructive carbonic acid. If the 
return system is kept at a pH above 
a value of 7.0, no attack from car- 
bonic acid can be expected. 
This, however, does not rule out 
attack by free oxygen which may 
go over with the steam. Even in 
traces, it may find its way into a 
return condensate system through 
leakage. The volatile amines have 
no effect on the free oxygen if it is 
present. It is also important to 
know the fact that the combination 


.of dissolved oxygen and carbon 


dioxide in return line condensate is 
more devastating than the dissolved 
gases by themselves. They have a 
synergistic effect on each other to 
produce more severe corrosion as 
partners. 

A later answer to this problem 
is the discovery and development 
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Today, even buildings with but 2,000 to 15,000 sq. ft. of floor 
space can reap the labor-saving, cost-reducing benefits of 
combination-machine-scrubbing. Here’s a Combination 
Scrubber-Vac, Finnell’s 418P at left, that’s specially designed 
for such buildings. This electric unit, with its 18-inch brush 
spread, cleans floors in approximately one-third the time re- 
quired with a conventional 18-inch machine and separate vac. 


The 418P applies the cleanser, scrubs, and picks up (damp- 
dries the floor)—dall in one operation! Maintenance men like 
the convenience of working with this single unit...the thor- 
oughness with which it cleans...and the features that make 
the machine simple to operate. It’s self-propelled, and has a 
positive clutch, There are no switches to set for fast or slow — 
slight pressure of the hand on clutch lever adjusts speed to 
desired rate. The powerful vac performs quietly. Compactly 
built, the 418P also serves advantageously in larger buildings 
for the care of floors in narrow aisles and congested areas, and 
is available on lease or purchase plan. 


Finnell makes Scrubber-Vac Machines for small, vast, and intermediate 
operations, and in battery-, gasoline-, and propane-powered as well as 
electric models. From this complete line, you can choose the size and 
model that’s exactly right for your job (no need to over-buy or under- 
buy). It’s also good to know that 4 Finnell Floor Specialist and Engineer 
is nearby to help train your maintenance operators in the proper use of 
the machine and to make periodic check-ups. For demonstration, con- 
sultation, or literature, phone or write nearest Finnell Branch or 
Finnell System, Inc., 2712 East Street, Elkhart, Indiana. Branch Offices 
in all principal cities of the United States and Canada. 
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of a filming type amine. This is not 
a water soluble material. It is not 
designed to react with any of the 
dissolved gases, and in fact it does 
not. It is a material that is put into 
the system, not in solution, but in 
suspension. 

These newer products, the filming 
amines, have the ability to lay down 
a film type, nonwettable surface on 
the return line system, thus form- 
ing a barrier to both carbon dioxide, 
as carbonic acid, and free dissolved 
oxygen. (If the acid and the gas 
cannot reach the metal, they cer- 
tainly cannot corrode it.) This type 
of return line protection is now 
even finding its way into use in 
central power stations, where boil- 
er pressures exceed 1500-2000 lbs., 
and the operators have found suffi- 
cient protection for their condensers, 
et al, to warrant their use. 


Toxicity 


One of the drawbacks to the use 
of a new material that becomes an 
integral part of the steam and wa- 
ter return cycle is that of toxicity. 
To offset this three of the major 
water treatment companies pro- 
vided the funds for a two-year tox- 
icity study which was conducted 
under the auspices of Dr. Deichman, 
at the Medical College of the Uni- 
versity of Miami, Florida, and the 
results of this toxicity study briefly 
indicate that as long as the mate- 
rial is kept within reasonable con- 
centrations, it is not toxic, and can 
be used in most industrial applica- 
tions. The exception in these find- 
ings pertains to dairies and cheese 
manufacturers. Today the use of 
these materials has been approved 
within the reasonable limits of two 
and one-half to three ppm excesses 
by most of the Federal Service 
Groups and it is being sold to in- 
stallations supervised by the U. S. 
Navy and U. S. Air Force and Vet- 
erans Administration. A _ simple 
colorimetric test is available to 
maintain proper excesses and so 
provide safe and adequate protec- 
tion from corrosion. The main de- 
triment to overtreatment with 
this type material is the fact that 
it is administered at an extremely 
low dosage, usually two ppm, based 
on the solid material and the solid 
material cost is in excess of $1.00 a 
pound. Thus, no engineer who ap- 
preciates his budget will throw it 
away. The fact that the dosage is 
extremely low, makes it financial- 
ly attractive when compared with 
the volatile type materials, which 
require extremely large quantities, 
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Unretouched photo showing a boiler at the end of a 
year’s use where the. water had been properly treated. 


particularly in long return systems. 
To sum up the boiler water ap- 
proach, you must realize that it is 
a complicated field. The responsi- 
bilities should be given to persons 
specifically trained for that pur- 
pose, and to specialists who will do 
an honest technical job in evaluat- 
ing your system. It requires (1) the 
proper inspection and analyses of 
the water to be used, and an in- 
spection of the system in which it 
is to be used, and (2) it requires 
constant supervision, by the per- 
sonnel in the power house, the hos- 
pital plant superintendent, and a 
competent water treatment organ- 
ization. Preventive medicine re- 
quires a qualified doctor and, in the 
case of water treatment, the hos- 
pital should look for an ethical and 
reliable water treatment concern 
that will prescribe the proper treat- 
ment and furnish the necessary 
technical advice to make the use 
of that treatment a success. 


Condenser Water Treatment 


The consideration of cooling or 
condenser water treatment is per- 
tinent to the hospital field. The same 
general, basic, principles apply to 
all cooling water operations, wheth- 
er they be used for air conditioning, 
refrigeration or process cooling. The 
same general forces are at work in 
all cooling water applications. Usu- 
ally the water is passed through 
some device that cools it by evap- 


oration, and this means a loss of a 
portion of the water, roughly one 
percent per 10°F, by this method, 
with the subsequent concentration 
of salts in the water. Thus, with 
the evaporation of one pound of 
water in a condenser or a tower, 
approximately 1,000 BTU’s are ab- 
sorbed. This will cool 100 lb. of 
water 10 degrees, or approximately 
one percent of the circulating water 
rate is evaporated for each 10°F, 
or absorption of 1,000 BTU’s. Thus 
when the water concentrates 
through this process, scale forma- 
tion takes place in the hotter por- 
tions of the cooling system. The 
only means of natural deconcentra- 
tion of this water supply is by 
windage, as the water passes 
through the tower and this is very 
slight. Regarding scale formation in 
cooling water systems, we are not 
concerned with both types of hard- 
ness which are encountered in the 
boiler water systems, but only that 
so called temporary or calcium 
carbonate type hardness. This is 
the most insoluble, and on aeration 
some of the bicarbonates are con- 
verted to carbonates with the sub- 


sequent exceeding of the solubility 


limit of that material, hence the 
scale deposits in the system. Be- 
cause the temperatures are much 
lower than that encountered in boil- 
er operations, the acceleration of 
the scale formation is decreased. 
But decreased or not, eventually it 
accumulates and we have loss of 


HOSPITAL MANAGEMENT 











A single 4% Gm. dose provides effective levels in body tissues and fluids for 
24 hours. No renal obstruction. Extremély low sensitization potential. At least 
equivalent to 4 to 6 Gm. of previous sulfonamides. 





Highly economical + Saves: personnel time and effort + Spares pharmacy 
stocking space * More acceptable to in-patients + Assures greater cooperation 
from outpatients 


KYNEX 


Sulfamethoxypyridazine Lederie 


TABLETS, 0.5 Gm./ ACETYL PEDIATRIC SUSPENSION 


250 mg. per teaspoonful (5 cc.) 
LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


DECEMBER, 1959 For more information, use yellow postcard inside back cover. 





heat exchange, with the subsequent 
loss of refrigerant efficiency. This 
isecharacterized by high head pres- 
sures in the compressor and in- 
creased power consumption. In ap- 
proaching the treatment of cooling 
water, there are numerous devices 
which have been developed to 
measure waters used for cooling 
water purposes. The most popular 
of these devices is known as the 
Langlier Index.* It is portrayed in 
a number of forms and has been 
elaborated to develop stability in- 
dices which are predicated on the 
finding of the saturation index ac- 
cording to Langlier. This informa- 
tion tells a person whether or not 
the water is corrosive or scale form- 
ing. It is one or the other. In sys- 
tems where temperature differen- 
tials are not extreme, such as in 
municipal water supplies, the water 
plant operators often use the con- 
trolled index to put down a small or 
thin layer of scale to protect the 
system from corrosion. The disad- 
vantage in using this system in in- 
dustrial applications is that the tem- 
perature differentials are too great, 
and we find ourselves protecting 
one portion of the system with scale 
formation because of the rise or 
higher temperature, but when the 
water is cooled the index drops (be- 
comes negative) and the cooler por- 
tion of the system corrodes. Thus a 
different approach must be made 
when we start to treat cooling water. 
The first step is to determine the 
natural tendencies of the water to 
be used. This is accomplished by 
means of either a stability index or 
a saturation index. The saturation 
index, according to Langlier, is such 
that any final value that is negative 
indicates a corrosive tendency, and 
any value that is positive indicates 
a scale forming tendency. 

The Langlier method is portrayed 
in several types of monographs and 
easily handled charts. It can be 
found in many of the hand books. 
The Dearborn Chemical Company** 
makes available a very nice, easily 
handled chart, and is the one that 
may be used in your cooling water 
calculations. Once the saturation in- 
dex is determined, (in most cases it 
is found to be scale forming,) it can 


then be modified by the addition of. 


sulfuric acid to make it slightly neg- 
ative, or slightly corrosive. Once 
this is accomplished, we have elim- 
inated the scale formation in the 
system, and we are only confronted 
with the prevention of corrosion. At 
that point we can introduce a treat- 


*Calcium Carbonate Saturation Index 
**Merchandise Mart, Chicago 54, Ill. 


ment that will protect the system 
against corrosion and, if everything 
is kept in balance, optimum effi- 
ciency from the system can be ex- 
pected. This method is not a simple 
treatment operation. The normal in- 
hibitors that are used are polymer- 
ized reagents of sodium phosphate, 
and these function quite well in pH 
ranges that are slightly on the acid 
side. However, they have the detri- 
mental quality of reverting to the 
orthophosphate which is the same 
material that you introduced to a 
boiler to precipitate tricalcium 
phosphate as a sludge. All of the 
ingredients are present now and the 
sludge can precipitate in the cooling 
water system. It is therefore highly 
important, when polyphosphate is 
used in conjunction with acid alone, 
that a close check on the reversion 
rate of the phosphate be kept (at 
least once every 24 hours) in order 
that suspended matter be controlled 
by blowdown. 

The most recent general ap- 
proach to the cooling water in- 
hibitor field, has been the use of 
the combination of polyphosphates 
and alkali chromate salts. These 
materials can be used separately 
but, when used this way, they re- 
quire much higher concentrations 
of treatment than are necessary 
when they are used in combina- 
tion. This again presents an ex- 
ample of the synergistic effect of 
two compounds, which is to say that 
together they work better than 


either one will work separately, or 
they have a helping effect on each 
other. This approach enables an 
economy in total treatment used, 
and it minimizes to some extent 
the foregoing reversion of the 
phosphate polymer with the subse- 
quent sludge precipitation. These 
combinations of polyphosphate and 
chromates are usually used in con- 
junction with acid treatment to pro- 
duce, in most instances, a final de- 
sirable effect of a clean system free 
from scale formation and corro- 
sion. 

Recently there has been de- 
veloped a line of cooling water 
treatments which employ the stand- 
ard polyphosphate chromate com- 
binations, but also include an or- 
ganic inhibitor and _ dispersant. 
Laboratory tests, and the few field 
tests that have been made, indi- 
cate that these materials have a 
great deal of promise. In one of 
the major field tests conducted at 
St. Paul, Minnesota, the sulfuric 
acid addition to the system was 
lowered approximately 40 to 45 
percent. This was an_ industrial 
cooling process, with a high cool- 
ing rate through the tower, and 
approximately a 5,000 gallon per 
minute recirculation. These mate- 
rials called Endcor® may find a 
very useful place in the hospital 
market. 

You also approach the cooling 
water problem by the use of exter- 
nal or pre-treatment of the hospital 








How do you suppose she did it? 
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water supply. Sodium Zeolite Soft- 
eners are often used for this purpose 
since they eliminate the calcium and 
magnesium scale-forming carbon- 
ates, and with the addition of the 
standard corrosion inhibitors, they 
function quite well. They have one 
drawback, and that is the fact that 
they promote high sodium alkalini- 
ties in cooling water systems. Where 
these systems include the use of 
wooden towers, experience has 
shown that high pH or high alkaline 
waters tend to delignify the wood in 
these towers, necessitating costly 
repairs and replacement. 

The action of biological growths 
on, and in, cooling water systems, 
represents a major problem in the 
treatment approach to these units. 
When we reach this point in the 
treatment picture, we are very close 
to the problems that your doctors in 
your hospitals are confronted with, 
day in and day out. Like the field of 
medicine, we are dealing with live 
organisms and, like human beings 
who build a tolerance for some of 
the miracle drugs, the fungi, bac- 
teria, and algae develop tolerances 
for the poisons that we use to elim- 
inate them from the cooling water 
systems. 

Generally throughout the field 
many engineers hold the point of 
view that no algacide, fungicide, or 
bactericide (or to group them all, 
biocides) should be used exclusive- 
ly, and the best results are usually 
obtained by alternating the use of 
the many biocides available. The 
biological growths do two things 
that are detrimental to the eco- 
nomical and efficient operation of 
the cooling water system. First, they 
grow, that is, break off from their 
growth points to form deposits in 
the heat exchange equipment that 
are as efficient in interferring with 
heat transfer as their inorganic 
scale-depositing brothers. Secondly, 
some fungi and bacteria have the 
ability to attack the wood fill in 
cooling towers and probably the 
only way that this can be offset is 
by impregnating the wood with 
chemicals under pressure. (treated 
fir fill, as an example). 

The materials that are available 
for biological control can be grouped 
in the general following list: 


1. Copper sulfate, which is prob- 
ably one of the oldest means of 
controlling algae and other biologi- 
cals. It is in itself corrosive at very 
low pH values, and at high pH 
values it precipitates as calcium 
hydroxide to again present scale 
potential. The precipitation phenom- 
enon has been neutralized by sup- 


plementing the copper sulfate with 
the use of an aliphatic hydroxy 
acid which tends to stop this type 
of precipitation. 

2. Potassium permanganate is an- 
other old biological control material. 
Here again corrosion is a factor be- 
cause of its extreme powers of oxi- 
dation. 


3. The universal control for bac- 
teria and biological growth is chlo- 
rine which is highly corrosive to 


wood fill. 


4. Chlorine combined in organic 
compounds along with phenols, such 
as sodium _pentachlorophenate, 
which is sold under various trade 
names. 


5. The rosin amines, are new ap- 
proaches to biological control and 
in a recent study conducted at the 
Taft Institute, rosin amine D-ace- 
tate proved highly successful in the 
control of better than 25 algae 
growths covering all categories. 


6. Quaternary ammonium com- 
pounds, which contain some halogen 
such as chlorine or bromine. 


7. Mechurials which have a long 
history of poison effects on living 
organisms. 

8. A combination of one or more 
of the above listed materials. These 
materials should be applied in ac- 
cordance with the instructions of 
experienced people in the handling 
of the biologicals and, like medical 
treatment, they must be watched 
constantly for signs of development 
of tolerances and at that point a 
switch in treatment is indicated. 

This concludes in general the 
discussion of cooling water and 
boiler water treatment. One cannot 
talk to a person who has been iden- 
tified with the field of water con- 
ditioning for any length of time 
without finding an almost universal 
opinion that the results obtained 
by any system of water conditioning 
or treatment is directly dependent 
on the ability of the plant personnel 
to do a good job of daily control. 
This means that someone in the 
plant must be schooled in the tech- 
nique of running the basic and sim- 
ple, fundamental tests, that will tell 
him when he has exceeded treat- 
ment dosages, as recommended by 


Holiday Slogans 


Keep speed wrapped up. 

Let death take a holiday—But not 
yours. 

Let “Safety First” be your “Sanity 
Clause.” 


the professional water treatment 
engineer, and when he has not 
reached the required minimum 
amount. A spasmodic control of 
boiler water treatment is portrayed 
in the observance of chemical scale 
that shows laminated layers. When 
this condition exists, it is almost a 
historical record that the people in 
charge of control of chemicals have 
been delinquent in their duty. They 
have treated for a period of time, 
have become lax and a different 
type scale is formed. The controls 
are reactivated, and it goes on and 
on, and one can almost measure the 
times of delinquency by the number 
of laminations in the boiler scale. 


Testing Programs 


The testing programs that are set 
up by legitimate water conditioning 
chemical companies are not difficult. 
It is admitted that many of the 
tests are empirical in nature, so that 
no valid physical or chemical reason 
can be assigned to them, but by the 
same token they are the product of 
years of experience and in most 
cases the best that are available. 
When one travels through the 
length and breadth of six or seven 
states, and witnesses the methods 
used in boiler and cooling water 
treatment operations from one plant 
to the next, the story is brought 
home to him forcefully and clearly 
because he can see two plants in the 
same city, using the same water, 
with approximately the same type 
of equipment, and with the same 
water makeup requirements, with 
one boiler unit on inspection being 
completely clean, with nothing more 
than a faint coating of powder and 
just across town, under the same 
conditions, he can see a boiler or a 
heat exchanger with a 32nd, a 16th 
and as high as 3% to % inch of 
scale developed. When one experi- 
ences such a condition, it is clearly 
realized the importance of empha- 
sizing the necessity of good daily 
plant control. 

A legitimate water treatment 
company can furnish you with for- 
mulations that will come close to 
your needed requirements. They 
can assist you in the purchase of 
testing equipment that is necessary 
to maintain good daily control. They 
can instruct your personnel in the 
operation of this daily control and 
the techniques of simple testing re- 
quired. However, it is the duty of 
hospital management itself to sce 
that the employee does his job, each 
and every day, with efficiency, in- 
terest, and an understanding of its 
importance in dollars and cents. ® 
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(ADVERTISEMENT ) 


So You Can’t Afford a Full Time Pharmacist! 


A Few Facts To Show Why 
Practically Every Hospital Should 
Have Its Own Pharmacist 


by Alfred A. Mannino 


EXECUTIVE DIRECTOR, HOSPITAL DEPT, 
McKESSON & ROBBINS, INC. 


During my recent tour of hospitals through- 
out the country I found a very surprising 
situation. Some of the smaller hospitals I 
visited told me how they could not support 
a full time pharmacist . . . yet, upon visiting 
other small hospitals, with even fewer beds, 
I found them most enthusiastic about their 
full time pharmacists. 


Direct Dollars and Cents Savings — 1 found 
these small hospitals take a very realistic 
approach toward having a full time pharma- 
cist. First, of course, they look at the actual 
savings that can be made. Here’s a typical 
example: a 37-bed hospital has learned that 
with a full time pharmacist the cost of 
generic drugs is about $250 per month com- 
pared to previous costs of $500 per month 
for proprietary drugs—a direct saving of over 
$250. Hospitals with more beds have experi- 
enced even greater savings. But drugs are 
not the only place large savings can be made. 


Additional Economies—I could give you hun- 
dreds of other areas where a full time phar- 
macist would save money in a small hospital, 
but [ll just mention a few of the major ex- 
amples. The actual purchasing for the phar- 
macy can effect a great saving in both time 
and money. In many instances just keeping 
the pharmacy from being improperly stocked 
—particularly in new pharmaceuticals—will 
actually pay much of the pharmacist’s salary. 
The supervision and control of narcotics cer- 
tainly removes one of the administrator’s 
greatest headaches. 


In addition, the training a pharmacist re- 
ceives parallels in many respects that re- 
quired for hospital administration, so that 
he can handle the general hospital purchas- 
ing and relieve the administrator of many 
other time consuming duties. 


Service To The Patient—This, the reason for 
the hospital’s being, is in my mind the most 
compelling reason for a full time pharmacist 
in all hospitals. First, because the hospital 
would no longer have to add a handling 
charge to prescriptions purchased from out- 
side pharmacists. Patients should not have 
to pay extra for a service they rightfully ex- 
pect from the hospital. Second, the consid- 
erable time saved in compounding prescrip- 
tions right in the hospital may very well have 
a bearing on the patient’s comfort and speed 
of recovery. And, third, the doctor’s attitude 
will be immeasurably improved when he 
knows what he wants is immediately at hand. 


These are just a few of the reasons that have 
shown me it makes good sense for every 
hospital to consider having its own full time 
pharmacist regardless of how small that 
hospital may be. 


If you would like further information on the 
value of a full time pharmacist, one of our 
McKesson Hospital Service representatives 
will be glad to help you. Just write to me: 
A. A. Mannino, McKesson Hospital Service 
Department, McKesson & Robbins, 155 East 
44th Street, New York 17, N. Y. 


For more information, use yellow postcard inside back cover. 
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Food and Dietetics 





The cook has been with Mountainside for 18 years. His 
seasoning know-how helps give the hospital its reputa- 
tion for palatable food. 


Palatability in Action 


by Elizabeth Downes and Doris H. Zumsteg 


® DIETITIANS, patients and doctors 
agree that palatability is the big 
“ingredient” in food to assure a 
pleasant and healthful hospital stay 
for a patient. The dietitian is on the 
constant qui-vive to assure maxi- 
mum palatability in the food she 
provides. The patient is quick to 
complain if food isn’t palatable. (No 
matter the grade of the meat or how 
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the vegetables looked raw, if they 
aren’t palatable when he gets them, 
the patient is disgruntled.) The doc- 
tors’ interest in the matter stems 
from the fact that uneaten food 
never nourished anyone. 
Mountainside Hospital, Montclair, 
New Jersey, goes all out in its effort 
to get food to the patients and staff 
at the highest possible level of pala- 


tability. The problem has necessi- 
tated a four-way approach. 

First the change-over in service 
from the decentralized to the cen- 
tralized (more recently described 
as “mechanized”) type of service. 
This entailed reconstruction as out- 
lined further on. Then a day-to-day 
approach via the food, the equip- 
ment, the staff. 


The Food 


A selective menu is used for all 
regular and modified diets. A sand- 
wich and salad is featured on the 
luncheon menu in addition to a hot 
entree, for those on regular diets. 
All patients also have the oppor- 
tunity to have menu items substi- 
tuted. Dinner is served at the eve- 
ning meal. 

A brochure entitled “Your Meals” 
is issued to each patient upon ad- 
mission. It is an aid to the patient in 
selecting the menu and it also ex- 
plains some procedures and policies 
maintained by the dietary depart- 
ment. 

Standardized recipes are used. 
These assure tastiness by including 
exact amounts of salt, pepper, pure 
monosodium glutamate, paprika as 
well as any more unusual season- 
ings. For convenience, the chef mix- 
es the aforementioned seasonings in 
advance because they are used in 
the same proportion in most recipes. 

Cooking is done in relatively small 
quantities. Short order system is 
used for steaks, chops, liver, et- 
cetera. Centralized service permits 
cooking in smaller quantities than 
decentralized, whereby food must 
be cooked in large quantities in or- 
der to have it available for distribu- 
tion to every floor pantry at the 
same time. 

Hot food is served hot and cold 
food really cold not only because of 


Elizabeth Downes, M.A., is director, Die- 
tary Department, Mountainside Hospital, 
Montclair, New Jersey. She is a member of 
A.D.A., past president of the New Jersey 
State Dietetic Association and past presi- 
dent of the Greater New York Dietetic As- 
sociation. 

Doris H. Zumsteg, B.S., is institutional 
specialist for Dudley-Anderson-Yutzy and 
food editor, Fast magazine. 
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the fine food trucks used but be- 
cause the food is right when it is 
loaded into the conveyors. The 
trucks are not expected to reheat or 
chill foods. When the patient re- 
ceives his tray, he finds the food to 
be at the right temperature, the 
salads crisp, gelatine items firm. 


The Equipment And Layout 


Changing over to centralized food 
service entailed the elimination of 
eight floor serving pantries which 
were converted to income-produc- 
ing areas by addition of 14 beds. 
Trays are now set up as they move 
along an automatic conveyor belt 
and transported in hot and cold food 
conveyors to patients’ rooms. The 
tray assembly line is located adja- 
cent to the cooking areas, which 
permits the cooking of food in small 
quantities and a number of items 
cooked to order. 

Cold foods are dispensed from re- 
frigerated lowerators on the assem- 
bly line. 

The latest model food conveyors 
have their own compressors which 
hold constant temperature. 

Scrupulously clean dishes, uten- 
sils, food trucks, improve both the 
appearance and taste of food. Plas- 
tic dishes are kept free from stain 
deposit with frequent soaking in so- 
dium perborate solution. Mountain- 
side is one of few hospitals that uses 
steam cleaning throughout the di- 
etary department. Food conveyors, 
refrigerators and all work areas are 
steam-cleaned regularly. 


The Staff 


There is an open-minded, research 
approach to new products and ideas, 
eg. the sales “pitch” of the salesman 
did not bring about the use of mono- 
sodium glutamate. Once taste tests 
proved its value to the regular and 
to certain restricted diets, it was 
tested for staff and patient accept- 
ability. Only then was it added to 
standarized menus. The high cost of 
the latest model food conveyor 
neither enhanced its value nor pre- 
cluded its purchase. When it proved 
its superiority in retaining palatabil- 
ity, it was purchased. 

The employee attitude of “assist- 
ing each other” which is stressed 
throughout the dietary department, 
makes for an all-out effort at getting 
food to the patient in the best form 
possible. 

Such an attitude provides pleasant 
working conditions and removes the 
differences sometimes generated by 


sharply defined working levels. 
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Small group meetings are held 
monthly and a bi-monthly news- 
letter is published by the employees 
for the employees. It includes soci- 
ety news, patients’ comments, safety 
notes and is an excellent means of 
getting a training program across. 

The results of such close relation- 
ships keeps labor turnover at a low 
three to four percent monthly. 
Happy, trained employees working 


together are bound to result in su- 
perior food service. 


Proof Of The Pudding 


These ideas are not new but may 
serve as a check list for institutions 
that are revising their dietary de- 
partments or aiming at improve- 
ment. 

The proof of the pudding always 


Steam table and 
short order units 
are at right an- 
* gles to conveyor 
belt and food 
truck to keep 
hot foods hot. 


Automatic con- 
veyor belt frees 
hands for effi- 
cient work as 
trays are rushed 
to patient while 
flavor is at top 
peak. 


Even the souffle 
is light and fluffy 
as it comes from 
the oven.... 
and when it 
reaches the pa- 
tient. 

















will be in the eating. The dietary 
staff at Mountainside Hospital still 
sees plenty of room for improve- 
ment. But it must have attained 
some degree of what it is aiming for 
when letters, telephone calls and 
personal words of appreciation are 
very frequently forthcoming. More- 
over, frequent requests for catering 
service when there is the widest se- 


Cooperative, 
concerned per- 
sonnel serve the 
food in immedi- 
ate proximity to 
the patient’s 
room. 


The attitude of 
the patient to 
the food can 
have important 
ramifications in 
the total hospital 
picture. 


lection of outside catering service, 
nearby restaurants and inns, attest 
to the attractiveness of food avail- 
able “inside”. 

The question of cost is inevitable. 
Does all this superior food service 
cost more than the average hospital 
has to spend? It is heartening to 
know that Mountainside Hospital 
comes within the “average” bracket. 

® 


Favorite Recipes at 
Mountainside 


Baked Lima Beans 125 portions 





Ingredients Measure 


Lima beans, dried 12 lb 
Boiling water 2 gal 
Bacon, diced 2 tb 
Onions, chopped 1% lb 
Green peppers, diced 12 oz 
Pimientos, diced 

Molasses 

Salt 3% oz 
Pepper 1... .48p 
Prepared mustard 3 tbsp 
Ac’cent 3 tbsp 





Wash beans, drain, cover with 
fresh water and soak overnight. 

Drain, cover with fresh boiling 
water and parboil or steam until 
tender but not mushy. 

Dice bacon; saute together bacon 
and onions; combine with peppers 
and pimientos. 

Combine all ingredients and pour 
mix into baking pans; bake in mod- 
erate (350°) oven for 1% hr; more 
water may be needed during baking 
period. 


Cherry Delight Cake 50 servings 





Ingredients Measure 





Shortening 12 oz 
Sugar 2. ap 
Vanilla 1 tbsp 
Eggs 8 

Milk 24% ¢ 
Flour, cake me lb 
Baking powder 3 tbsp 
Salt 1 tsp 


Filling 


Cherries, red, tart 

frozen or canned 414 lb 
Sugar 2% lb 
Cherry liquidand water 1 qt 
Cornstarch 21% oz 


Drain cherries; measure liquid 
and add water to make 1 qt; com- 
bine cherries, sugar and liquid and 
bring to a boil; add cornstarch and 
cook until clear and thick; cool. 


Cream shortening; add _ sugar 
gradually, than vanilla; beat until 
light; add eggs slowly, beating. 

Sift dry ingredients—flour, baking 
powder and salt; add alternately 
with milk. 

Place No. 16 dipper of filling in a 
small casserole and place a No. 20 
scoop of cake batter on top; bake at 
350° for 35 min or until cake is done. 

Serve with foamy sauce (see: 
recipe). 
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Foamy Sauce 
Ingredients 
Eggs, separated 6 
Powdered sugar 1% |b 


Whipped cream 3c 
Vanilla 1 tbsp 


Beat whites until stiff but not dry; 
add sugar gradually, and beaten egg 
yolks. 

Fold whipped cream into mixture; 
add vanilla; beat thoroughly; chill. 


3 quarts 





Measure 





Cheese Souffle 
Ingredients 


48 servings 





Measure 


11/8 lb 
14 oz 





Butter or margarine 
Flour, bread 

Milk 91/3 ¢ 
Cheese, grated 11/4 lb 
Salt 11/3 oz 
Ac’cent 1 tbsp 
Eggs, separated 42/3 doz 


Make a white sauce of butter or 
margarine with flour and milk; add 
cheese and salt and stir until cheese 
melts. 

Add slightly beaten egg yolks, by 
first adding a portion of hot mixture 


to yolks, stirring constantly; cool 
mixture. 

Beat egg whites until stiff but not 
dry; fold into cooled mixture. 

Yield 13 Ib. 

Scale 6% lb into each of 2 greased 
pans (11 by 19 by 2% in); grease 
pans only on the bottom. 

Bake at 300° for 65 min, or until a 
silver knife comes out clean. 


Calories in Self-Chosen 
Diets of Women 


# A North Central Regional study 
of self-chosen diets of 353 women, 
ages 30 through 99, showed that 
their diets approached or exceeded 
the daily recommended allowances 
for protein, calcuim, vitamin A, 
thiamine, riboflavin and ascorbic 
acid. Calcuim was most often low 
in the diets of these Illinois and Ne- 
braska women. 

The mean daily food intake was 
2,113 calories for the 30-39 year- 
old group. This decreased to 1,803 
calories for the 70-90 year-old 
group. 

Foods were divided into 10 class- 


es: these were meats, cheese, eggs 
and legumes, milk, fats, breads and 
cereals, white potatoes, high vitamin 
A and vitamin C fruits and vegeta- 
bles, sweets and desserts, soups and 
miscellaneous items. In all age 
groups the percentage of calories 
from these groups was similar. 

Older women had a slightly high- 
er percentage of calories from milk 
and from breads and cereals. They 
consumed less meat than did young- 
er women. 

Seventy-eight, or 22 percent, of 
353 women had food intakes that 
supplied 90 percent or more of the 
NRC allowances for the six nu- 
trients (protein, calcium, vitamin 
A, thiamine, riboflavin and ascorbic 
acid). These women had more cal- 
ories from milk and meat than the 
other subjects. 

The largest supplier of calories 
was the sweets and desserts group. 
About 23 percent of the calories for 
all age groups was derived from 
these foods. a 


—Food and Nutrition News 


Don’t kill your holiday by accident. 
Don’t let death take your holiday. 





For Quality without Question... Enjoy the 
unique refreshment of sparkling Coca:Cola 
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SIGN OF GOOD TASTE 


For more information, use yellow postcard inside back cover. 75 
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Watch the Quality 
Range of Meats 
When Buying 
Competitively 


—By Louis E. Waxman, president of 
Colonial Beef Co., Philadelphia, Pa. 


® YOUR ATTENTION is directed to the 
fact that there is a quality range 
within a grade as reflected by Daily 


From a talk given at The Culinary Insti- 
tute of America. 


Government Reports. Because of 
cut-throat competition encouraged 
by the taking of competitive prices, 
there has been a tremendous de- 
terioration of quality in the meats 
used by many institutions through- 
out the land. I have so often seen 
U.S.D.A. Reports in the offices of 
food buyers and don’t understand 
why they appear to disregard them. 
These are accurate reports of daily 
conditions at the wholesale level 
and are issued by the government 











“T’1l come down when I’m put back 
on Continental Coffee!”’ 








Write for free trial package 


AMERICA’S LEADING COFFEE 


for Restaurants, Hotels and Institutions 


CHICAGO+e BROOKLYN*+ TOLEDO*+SEATTLE 


For more information, use yellow postcard inside back cover. 





at no cost to you for your intelligent 
use. 

This sheet presently shows a cost 
differential of from 10 to 15 cents 
per pound in choice and prime sir- 
loin strips and this price difference 
indicates that there is a wide range 
in quality. There are three qualities 
within each grade, top, middle and 
low. If you are receiving the low 
end of the prime grade, you are now 
receiving (since the government 
upgraded meats some eight years 
ago) what was formerly choice, so 
that the low end of this choice grade 
is really the old borderline goods to 
choice that were on the market 
some six years ago. If you are re- 
ceiving low choice (since low choice 
was upgraded from good), then you 
are receiving what was equal to the 
old _ borderline commercials to 
choice. It is therefore evident that it 
is most important for your receivers 
to be educated and thoroughly in- 
doctrinated as to how to distinguish 
quality within a grade. ® 


What is 
The Final Cost? 


The idea behind portion-ready 
items is a simple one. Food service 
operations can decrease their op- 
erating costs, and thus increase their 
profitability by utilizing products 
which have all the cost built in. 
The initial cost becomes the final 
cost. 

Too many people are interested 
in their initial cost and overlook 
the fact that their final cost can be 
many times higher. 

With portion-ready meats, it’s the 
cost going out to the customer, and 
not the cost coming in the back 
door, that is important. With por- 
tion-ready meats, your cost going to 
the customer is less than if you cut 
your own. 


—Ellard Pfaelzer, Jr., assistant to 
the president of Pfaelzer Brothers. 
From a talk before the Saginaw 
Valley Stewards and Caterers As- 
sociation. 

® 


Recipe Booklet Availabie 


® A NEW BROCHURE is available from 
Pillsbury salesmen or distributors 
giving 37 pancake recipes, plus 21 
tempting sauces and toppings for 
tasty variety. These four-inch pan- 
cakes cost less than one cent each 
for either main dish or dessert items. 
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YOU’VE GOT TO BE 


Filling a 90,000 cu. ft. LINDE storage unit—sur- 
prisingly compact, because liquid oxygen takes 
about 862 times less space than needed for atmos- 
pheric gas. Other units are the 25,000 cu. ft. size, 
which fits in an area only five feet square, and a 
3000 cu. ft. cylinder that can be moved by one man | 
and replaces 12 conventional cylinders. 


With hospital oxygen, you’ve got to be sure that 
it’s produced to U. S. P. standards . . . that it’s 
properly stored and handled .. . 

And you’ve got to be sure that it’s there when 
you need it. 

You don’t face problems like these when you 
have a LINDE liquid oxygen system installed. 
Any general hospital from 25 beds up can have 
liquid oxygen. Experienced LINDE representa- 
tives are ready to help in selecting and install- 
ing the equipment you need. You will find that 
liquid oxygen takes only a fraction of the 
storage space required for gas. Highly qualified 


SURE asovr OXYGEN 


personnel supervise its production all along the 
line. And deliveries are regular and depend- 
able, wherever your hospital may be located 
in the United States. 

Take advantage of more than 50 years of 
LINDE experience in the oxygen business. Call 
your nearest LINDE representative or distrib- 
utor. Or write Linde Company, Division of 
Union Carbide Corporation, 30 East 42nd 
Street, New York 17, N. Y. In Canada: Linde 
Company, Division of Union Carbide Canada 
Limited, Toronto. 
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**Linde”’ and “‘Union Carbide” are registered trade marks 
of Union Carbide Corporation. 
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@ WHAT IS THE cost of the portion 
of meat you serve on the plate? 
How is it determined? What are 
the factors? What tests can be de- 
veloped? How can these figures be 
used? 


BUY VALUE and NOT PRICE 


Quality, cut, trim, weight, and 
weight range, times price determine 
the value of meat. The important 
figure to you is the portion cost of 
the meal on the plate, and the yield 
or cost of the meat is effected by 
the cut, trim weight (16 oz. to the 
pound) and weight range. All these 
times prices determine cost per por- 
tion. There are three basic shrink- 
ages that must be analyzed to de- 
termine cost per portion. (We are 
not considering storage shrinkage, 
because that has mostly been done 
away with by the use of cryovac 
and careful storage procedures. We 
are not considering over-produc- 
tion because that brings us into 
other fields of forecasting, nor are 
we considering the shrinkage of 
mysterious disappearance.) 


Butcher Shrinkage 


The concern here is with making 
roasts oven ready, cutting steaks 
and chops, making stew meat, ham- 
burger. Today you can buy most 
of these items net, cut and prepared 
ready to use. This saves time and 
labor, does away with the problem 
of unnecessary by-products, and 
makes costing and control problems 
much easier. But whether you buy 
the primal cut and fabricate it your- 
self, or buy the completely fabri- 
cated item, this butchering shrink- 
age or cost must be paid for. 


Cooking Shrinkage 


This can be controlled with prop- 
er temperature and temperature 
controls. The difference between 
cooking temperature and time, and 
excessive temperature and time can 
affect the yield and cost of a roast 
as much as 18 percent and more. 
However, though proper cooking 
will cut down cooking shrinkage, 
there is a weight loss in cooking 
and it affects the portion cost and 
must be considered in proper pric- 
ing. 


Slicing Shrinkage 
If after roasting and allowing the 
meat to set, the roast weighs 10 


pounds, you cannot assume that 
you will get 40 four-ounce slices 
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from it. There may be ends and 
pieces that can’t be used, as well as 
sections that may be fatty. No one 
can cut every portion to the exact 
ounce. There will be some portions 
that exceed the desired size and 
some that are under. This is true 
even if the roast is cut on a slicing 
machine. A portion scale at this 
stage is a necessity if costly over- 
ages are to be avoided. 


Cost Information 


You get over-all cost information 
by taking the pounds of raw meat 
purchased and multiplying it by the 
price per pound, and dividing by the 
number of cooked portions pro- 
duced. This gives you the portion 
cost at a specific purchase price in 
a specific instance. However, there 
is no easy, quick way to get a use- 
able figure that can be applied to 
the various prices that we may pay 
for the raw meat product over a 
period of time. You must run a 
series of controlled tests to get your 
basic median figures, and then run 
check tests frequently after that. In 
a large establishment that has a 
food control department, constant 
daily checks are made. However, 
many smaller places can’t afford 
this department or the time and 
manpower for constant, accurate 
costing. 

Let us take a simple example. 
You buy U.S. choice bone in top 
rounds daily for roast beef. You are 
now going to run a test to check 
the portion cost. The choice bone 
in top weighs 25 pounds. You bone 
it, and it now weighs 20% pounds. 
Divide 2044 pounds by 25 pounds 
and you get the yield percentage, 
which is 82 percent. The shrinkage 
in boning is 18 percent (100 minus 
82). You take this boneless 20% lb. 
top and put it in the oven to roast. 
After cooking and being set, it 
weighs 17 pounds. Divide 17 pounds 
by 20% pounds, and the cooking 
yield is 82.93 percent. Slice the 
cooked roast into four-oz. slices, 
and get 60 four-oz. portions, or 15 
pounds. Divide 15 pounds by 17 
pounds and the slicing yield is 88.24 
percent. To get the over-all yield, 
divide 15 pounds, the final portion 
weight, by 25 pounds, the purchase 
weight, and there is a yield of 60 
percent and a shrinkage of 40 per- 
cent (100 less 60). The cost per 
pound purchased is 80 cents divided 
by 60, the yield percentage, or $1.33 


How Much Does Your Meat Cost? 





a pound. The cost per four-oz. por- 
tion is $1.33 divided by four, or 
33 1/3 cents. 

Why do we take percentage fig- 
ures at each of the three shrinkage 
stages? Why don’t we take only 
the last and final figures? The rea- 
son for this is control. If your por- 
tion cost is too high, you want to 
know where the excessive loss was 
incurred. Was it that the meat was 
wasteful or the butchering careless? 
Was the shrinkage in cooking too 
high? Was the meat poorly and 
wastefully sliced? This way you can 
pinpoint the loss and correct it. 
How else can you use these per- 
centages? By dividing the yields 
you obtained into one, you can ob- 
tain the reciprocals. 

By this simple arithmetic you can 
have a very useful tool. In the ex- 
ample given, the net yield of the 
bone in top to portion was 60 per- 
cent. Divide 60 into one, and you 
get 1.667. This figure can be used 
in three-ways: 

1) For ordering, 

2) controlling usage, 

3) in costing. For example, you 
are going to feed 100 people with 
four-oz. portions of sliced top round. 
How many pounds shall you order? 
100 quarter-pound portions is 25 
pounds. Multiply 25 pounds by the 
reciprocal of 60 percent, your yield 
figure, or 1,667 and you get 41.68 
pounds. If you ordered 42 pounds, 
it should be sufficient to feed 100 
people in this example. 

Again, by the use of reciprocals, 
you can tell whether you are getting 
the yield in your kitchen. For ex- 
ample, if you had a party for 400 
each four-oz. slices of top, draw 
100x1.667, or 167 pounds of top from 
the store room, and you know that 
with proper care, this should be the 
required amount. 

In costing, you know by the re- 
ciprocals that for every one cent 
increase or decrease in the price of 
the choice bone in top, your cooked 
sliced cost per pound goes up or 
down 1.667 cents. 

These simple tests and methods 
are tools to help you buy meat for 
profit. They can be useful in the 
business executive part of your 
jobs. 


—by Meyer S. Gertman, general 
manager of Samuel M. Gertman Co., 
Inc., Boston, Mass. Excerpt of 4 
presentation before The Culinary 
Institute of America. 
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ALEVAIRE® aerosol therapy in the hospital 
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A LEVA : R E has been dramatically effective in: 


Alevaire is supplied in bottles of 60 cc. for ¢ neonatal asphyxia (due to inhalation of 
intermittent therapy and in bottles of amniotic fluid, mucus obstruction, atelectasis) 
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Monthly Menus * Recipes on following page 


Tuesday 


Wednesday 


Thursday 





Breakfast 


Supper 


Baked cherry rhubarb 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Spanish steak 

Stuffed baked potato 

Minted carrots 

Cole slaw 

Fruited gelatine pie—-whipped 
cream 


Swiss potato soup 

Corn beef pattie 

Green bean and radish salad 
Devils food peach shortcake 
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Sliced oranges 

Hot or ready to eat cereal 
Bacon curls 

Brioche 


Barbecued chicken 
Crumb noodles 

Parslied cauliflower 
Lettuce 

Peanut brittle ice cream 


Julienne soup 
Smothered liver 
Potato puff 

Lime crisp salad 

Sour cream raisin pie 
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Pineapple juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Roast prime ribs of beef au jus 
Roast potato balls 

Hot spiced beets 

Fruit salad 

Coconut brownies 


Alphabet soup 
Manhattan meat roll 
Hot slaw 

Winter garden salad 
Cherry cobbler 





Breakfast 


Dinner 


Supper 


Cinnamon prunes 
Hot or ready to eat cereal 
Poached egg on toast 


Roast leg of lamb 

Golden potatoes 

Corn pudding 

Sunburst salad 

Gingerbread with apple butter 


Tomato chowder 
Braised tongue 

Potato cakes 
Vegetable relish salad 
Pineapple delicious 


Fruit nectar 

Hot or ready to eat cereal 
Link sausage 

Graham muffins—jelly 


Mock chicken legs 
Delmonico potatoes 
Baked squash 
Lettuce—tomato salad 
Tapioca pudding 


Carrot—celery soup 
Fizzled beef 

Stuffed baked potato 
Cole slaw 

Deep dish english peach pie 


Orange slices 

Hot cr ready to eat cereal 
Scrambled eggs 

Toast 


Roast loin of pork 
Mashed potatoes 
Pimiento wax beans 
Cinnamon apple ring salad 
Boston cream pie 


Consomme 

Beef and kidney pie 
Combination vegetable salad 
Strawberry ice cream 








8 
gt 
a 
& 
4 
: 


7: 


Breakfast 


Dinner 


Supper 


Baked rhubarb 

Hot or ready to eat cereal 
3-minute egg 
Toast 


Boiled beef—horseradish sauce 
Parslied potatoes 

Egg plant, creole 

Fruit salad 

Chocolate layer cake 


Vegetable juice cocktail 
Turkey hash on toast points 
Lattice potatoes 

Jellied cranberries 

Hot fruit compote 


Orange slices 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Breaded veal cutlet 

Whipped potatoes 

Harvard beets 

Stuffed celery 

Loganberry cornstarch pudding 


Cream of crecy soup 

Stuffed cabbage, russian style 
Sauerkraut 

Salad greens 

Apple pinwheel—cherry sauce 


Blue plums 

Hot or ready to eat cereal 
Bacon curls 

Pineapple coffee cake 


Chicken pot pie 

Noodles 

Fig—orange—cheese salad 
Banana split with strawberries 


Corn chowder 

Hot roast beef sandwich 
Lima bean casserole 
Pickles—relishes 

Fruited cream puff 





Breakfast 


Dinner 


Supper 


Stewed mixed fruit 

Hot or ready to eat cereal 
Omelet 

Toast 


Hamburger—bun 
Cottage potatoes 
German cabbage 
Adirondack salad 
Almond cookies 


French onion soup 

Casserole of veal and rice 
Olives—radish roses 

Pumpkin tart-whipped cream 


Grapefruit segments 
Hot or ready to eat cereal 
Poached egg on toast 


Minted roast leg of lamb 
Brabant potatoes 

Peas 

Pepper relish 

Peach melba meringue 


Mock bisque 

Chicken a la king in patty shell 

Broccoli 

Lettuce—-1000 island dressing 

Virginia plum pudding—foamy 
sauce 


Apple juice 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Pan broiled perch—tartar sauce 
Potato cakes 

Broiled tomato half 

Tossed salad greens 

Lemon sponge pudding 


Clam chowder 

Welsh rarebit on crackers 
Perfection salad 

Frosted fruit cocktail 





Breakfast 


Dinner 


Supper 


Sliced oranges 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Smothered steak 
Stuffed baked potato 
Cold tomatoes 
Lettuce toss 

Banana custard cake 


Cream of parsley soup 
French roast 

Julienne potatoes 
Peach bloom salad 
Date torte 


Fresh pineapple 

Hot or ready to eat cereal 
Omelet 

Toast 


Veal chop—mushroom sauce 
Sauted sweet potatoes 
Pimiento wax beans 
Melon ball salad 
Cranberry—vanilla pudding 


Consomme julienne 
Swedish meat balls 
Mashed potatoes 
Jellied beet salad 
Coconut cake 


Stewed raisins 

Hot or ready to eat cereal 
Sausage squares 

Toast 


Cushion roast of lamb 
Baby green lima beans 
Tomato half 
Grapefruit—avacado salad 
Pumpkin spice cake 


Vegetable soup 
Baked ham 
Escalloped potatoes 
Lettuce toss 

Snow top apple 
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iT 


Friday 


Saturday 


December 1959 


Sunday 


Monday 





4 Bananas—cream 

Hot or ready to eat cereal 
Shirred egg 
Toast 


Baked whitefish 
Creamed diced potato 
Fresh spinach mounds 
Carrot-raisin salad 
Fruited jelly roll 


Tomato—okra soup 
Tuna fish casserole 
Julienne vegetable salad 
Refrigerator cheese cake 


5 


Grapefruit half 

Hot or ready to eat cereal 
Poached egg 

Toast 


Braised short ribs of beef 
Oven brown potatoes 
Breaded tomatoes 


» Caulifloweret salad 


Apricots 
® 


Bouillon 

Broiled lamb pattie 
Baked potato 
Fiesta salad 
Mincemeat tart 


6 


Honey dew melon 

Hot or ready to eat cereal 
Scrapple 

Danish coffee ring 


Fruit cocktail 

Oven baked chicken 
Whipped potatoes 
Broccoli—hollandaise sauce 
Golden glow salad 
Cranberry ice cream sundae 


Hamburger—bun 
Shoestring potatoes 
Vegetable jackstraws 
Cherry filled cookies 
Hot chocolate 


7 


Tomato juice 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Ham steak-stuffed prune 
Franconia potatoes 
Asparagus tips 

Lettuce wedge-russian dressing 
Butterscotch bread pudding 


Philadelphia pepper pot 
Cold sliced beef 
Macaroni au gratin 

Hot rolls—preserves 
Mexican salad 

Spiced pear 





Stewed apricots 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Halibut steak 
Frozen lima beans 
Spinach a la swiss 
Red cabbage salad 
Rice custard pudding 


Oyster stew 

Egg salad sandwiches 
Shoestring potatoes 
Tomato garnish 

Iced doughnuts 


Apple sauce 

Hot or ready to eat cereal 
Omelet 

Toast 


Yankee pot roast 

Broiled potato slice 
Julienne carrots and turnips 
Lettuce—russian dressing 
Royal anne cherries 


Spiced cider punch 

Veal turnover with vegetables 
Rosy pear and celery salad 
Sultana bars 


Bananas—cream 

Hot or ready to eat cereal 
Crisp bacon 

Cinnamon bun 


Roast turkey—giblet gravy 
Mashed sweet potatoes 
Pimiento cauliflower 
Watermelon pickles 
Oriental ice cream sundae 


Vegetable soup 

Deviled ham sandwiches 
Fritoes 

Shredded lettuce 

Peach gelatine—whipped cream 


Grapefruit half 

Hot or ready to eat cereal 
Baked egg 

Toast 


Fillet of lamb 
Chantilly potatoes 
Frozen peas 

Red and green salad 
Caramel pudding 


Bouillon 

Cold roast pork 
Potatoes au gratin 
Hot rolls—preserves 
Crispy relishes 
Apple tart 





Grapefruit half 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Escalloped oysters 
Crumb potatoes 
Green beans 
Tomato—lettuce salad 
Lemon snow pudding 


Potato—celery soup 
Mock chili—crackers 
Mexican salad 

Iced apricot tart 


Stewed peaches 
Hot or ready to eat cereal 


_Baked egg 


Toast 
] 


Broiled lamb chop 

Mashed potatoes 

Creamed carrots and peas 
Pineapple—Grated cheese salad 
Strawberry ice cream 


Chicken—rice soup 

Hot spiced tongue—mustard sauce 
O’Brion potatoes 

Lettuce wedge—lorenzo dressing 
Cherry upside-down cake 


Pineapple juice 

Hot or ready to eat cereal 
Scrapple 

Pecan rolls 


Country fried steak—cream gravy 
Spanish potatoes 

Brussels sprouts 

Piccalilli 

Chocolate steamed pudding 


Swiss potato soup 

Hot shredded chicken open 
sandwich 

Frozen fruit salad 

Toasted crackers, cream cheese, 
and jam 


Tangerine sections 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Stuffed shoulder of veal 
Maitre d’hotel potatoes 
Creole celery 

Tossed salad greens 
Peach betty 


Dixie chowder 

Crisp bacon 
Blackeyed peas 

Fresh spinach mounds 
Cornbread sticks 
Apple sauce 





Grape nectar 
Hot or ready to eat cereal 
Poached egg 
Toast 
7 
Two-tone cocktail 
Olives—celery curls 
Turkey—giblet gravy 
Snowflake potatoes 
Broccoli 
Cranberry sauce 
Rolls chiffonade salad 
. ¥&Christmas plum pudding 
* 


Mushroom bisque 
Ham-—cheese sandwiches 
Potato flakes 
Poinsettia salad 
Cherry ice cream pie 


Stewed apricots 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Pot roast of beef 

Oven brown potatoes 
Fresh spinach—chopped egg 
Bing cherry salad 
Steamed carrot 

%&Caramel cup custard 


Mongole soup 
Grilled ham steak 
Spiced cherries 
Potatoes au gratin 
Cole slaw 

Fruit bars 


Pink grapefruit half 

Hot or ready to eat cereal 
Bacon curls 

Kolaci 


Oven fried chicken 
Noodles 

Whole kernel corn 
Cranberry—orange salad 
Hot fudge ice cream sundae 


Creole soup 
Frankfurters—buns 
Hot potato salad 
Assorted relishes 
Grape fluff 


Rhubarb sauce 

Hot or ready to eat cereal 
Poached egg 

Toast 


Roast fresh ham 

Riced potatoes 

Julienne carrots 
Date—waldorf salad 

Cottage pudding—vanilla sauce 


Vegetable soup 

Roast short ribs of beef 
Lyonnaise potatoes 
Tomato—endive salad 
Prune whip 
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Pork Broilers and fryers 


Sweet potatoes 


Peanut and peanut products 


Onions 


Cranberries 


Apples 


Almonds and filberts 


Vegetable fats and oils 











Selected Recipes From Preceding Menus 


Basic Cup Custard Recipe 





Ingredients Measure 





Eggs, whole 26 to 28 
Sugar 2% c 

Salt 2 tsp 
Evaporated milk, undiluted 3 qt 
Water, boiling 2 qt 
Vanilla extract 4 tsp 
Nutmeg 1 tsp 


Beat eggs with sugar and salt until sugar is dissolved. 

Add evaporated milk, water and vanilla. 

Pour into 5-oz custard cups, to about % inch below 
rim of cup; sprinkle with nutmeg. 

Set in pans of hot water; place pans of custard cups 
over direct heat until water comes to full boil. 

Cover cups with a sheet of aluminum foil to prevent 
condensed steam from dripping on top of custards. 

Cover tightly by inverting a pan of same size over 
bottom pan. 

Turn off heat and let pans stand undisturbed until 
custard is set; plain cup custards steam by this method 
in 15 min. 

Remove cups to tray on cooling rack, let cool 10 min; 
then refrigerate until serving time. 


Caramel Cup Custard or Caramel Coffee Cup Cus- 
tard: Caramelize 3 cups sugar, then add 1% cups boil- 
ing water and simmer until mixture is syrupy. Place 
scant tablespoon caramel syrup in bottom of each cus- 
tard cup before pouring in custard mixture or coffee 
custard mixture. Omit nutmeg. If steaming on top of 
range, let stand 25 minutes to set. The recipe makes 
58 cup custards. 


Butterscotch Custard: Place a tablespoon of soft 
brown sugar in bottom of each cup before pouring in 
custard mixture. Omit nutmeg. Steam 25 minutes. 


Coffee Custard: Use hot coffee in place of the boiling 
water in recipe. Omit nutmeg. 


Chocolate Custard: Increase sugar to 3 cups. Chop 10 
squares (10 ounces) unsweetened chocolate and melt in 
the boiling water before adding to custard mixture. 
Omit nutmeg. 


Bread Pudding: Toast 20 slices white bread, butter 
one side lightly, then cut in cubes. Place a scant % cup 
bread cubes in each cup. Sprinkle a scant tablespoon 
raisins over bread in each cup. Pour custard mixture 
over. If steaming on top of range, let stand 20 minutes 
undisturbed to set custard. This recipe makes 60 serv- 


ings. 


To unmold: Plain vanilla and coffee custards come 
out very easily; run a knife around top edge, then 
shake and invert into serving dish. The caramel, but- 
terscotch, chocolate and bread pudding come out more 
easily if the cups have been buttered lightly before 
the custard mixture is poured in. 
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Christmas Plum Pudding 
Ingredients 


48 servings 


Wt or Amt 








Brown sugar 1% lb 

Ground suet 8 0z 

Carrots, grated raw 1% Ib 

Potatoes, grated raw 1 Ib 

Lemon juice % c¢ 

Grated lemon peel 2 tbsp 

Flour 1% I|b 1% 

Soda 11/3 tbsp 11/3 tbsp 
Cinnamon 1 tsp 1 tsp 
Nutmeg 1 tbsp | tbsp 
Molasses % ec % Cc 
Raisins, seedless 2% |b 2 qt 
Almonds, chopped 8 Oz 1% ¢ 
Citron, chopped fine 6% oz 1 c 


Combine brown sugar, ground suet, grated carrots, 
potatoes, lemon juice and grated lemon peel. 

Sift the flour, soda, cinnamon and nutmeg together 
twice; add the dry ingredients to first mixture; add 
molasses, raisins, almonds and citron; mix well. 

Grease 1-lb Boston brown bread cans (8 cans); fill 
2/3 full; steam for 1 to 1% hr. 

Remove puddings from cans; cut each pudding into 
6 pieces, serve hot with Vanilla Sauce and Hard sauce 
(see recipes). 


Note: For lighted plum puddings at Christmastime, 
pour lemon extract over sugar cubes (few at a time); 
let stand a few seconds, place on pudding after sauce 
has been put on; light cubes just before pudding is 
served. 


Vanilla Sauce 


Ingredients 


2, qt 
Wt or Amt 








Sugar 
Cornstarch 
Salt 

Boiling water 
Butter 
Vanilla 


Mix sugar, cornstarch and salt; add boiling water, 
stirring constantly until thickened; then stir occasion- 
ally; cook until clear and there is no starchy flavor 
(about 25 min). 

Remove from heat; add butter; when cool add the 
vanilla. 


Hard sauce 1 qt 





Ingredients Wt or Amt Measure 
Butter 8 oz le 
Confectioners’ sugar 1 lb 3c 
Vanilla 2 tbsp 2 tbsp 


Cream the butter until very light; add sugar and 
vanilla gradually; blend; put in refrigerator to chill. 
Serve very cold on steamed puddings. 
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TROY SPEEDLINE® 
IRONER 


Now, in addition to greater 
chest area, oversize rolls, and 
all-chain drive, SPEEDLINE 
IRONERS offer these new im- 
provements for even greater 
output of fine quality work: 


@ Magnetic Brake and Infinitely Vari- 
able Speed Drive — Now included as 
standard features. 


@ New Conveyor Ribbons — Replace 
the lower apron. (This apron still 
available optionally). 


@ New Permanently Lubricated, 
Sealed Bearings — Require no peri- 
odic lubrication; reduce machine 
down time. No bronze bushings. 


@ New Style Tape Tightners — Au- 
tomatically adjust tension to keep 
flatwork traveling smoothly. 


@ New Streamlined Design — With 
rounded-off, shield corners, and at- 


-tractive appearance. 


TROY FLEXIMATIC® 
AIR JET FOLDER 


The original and only linen 
folder truly air-operated .. . 
the only folder that eliminates 
complicated, troublesome fold- 
ing blades. FLEXIMATIC is the 
only folder offering all of the 
following features: 

@ New Low Silhouette Design — Al- 


lows the operator to see over the 
folder to the ironer, 

@ New exclusive 5 and 6-Lane Mod- 
els plus 1 to 4-lane models. All of 
these have individual folding control- 
ler for each lane. 


@ Labor-Saving Stacker — Available 
as optional accessory; eliminates all 
employees from receiving end when 
ironing small pieces. 

@ New Simplified Mechanical Design 
— Reduces maintenance; means 
fewer shutdowns of ironer as well 
as folder. 


WRITE Dept. HM-1259 


Tino © LAUNDRY 


MACHINERY 

DIVISION 
American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 


For more information, use yellow postcard inside back cover. 

















Pharmacy 





Editor’s Note: In the search for 
new fields into which to intro- 
duce hospital pharmacy prac- 
tice, an area was discovered 
where pharmacy could play an 
important role in maintaining the 
health and strength of a certain 
group of people who are often 
overlooked in our fast-moving, 
progressive society. This group, 
who need help to lead normal 
useful lives, are the mentally 
retarded and, in this specific case, 
the exceptional children. 

This new area is illustrated in 
a private school and hospital for 
exceptional children, The Brown 
Schools of Austin and San 
Marcos, Texas. 

Here is the second and final 
part of an excellent article aimed 
at hospitals that specialize in the 
treatment of mentally retarded 
and related patients. However, 
the articles are of value to per- 
sonnel in all types of hospitals 
not only from the interest stand- 
point but also many of the ideas 
presented can well be applied to 
any hospital. 


™ THE PHARMACIST in the Brown 
Schools is a staff executive to both 
the coordinator of professional ac- 
tivities and to the comptroller. He 
acts in several capacities, especially 
in those having to deal with ad- 
visory, service and control or co- 
ordination matters. Part I in this 
section last month (page 86) dealt 
with the first two capacities and 
that aspect of control concerned 
with the establishment and main- 
tenance of a formulary of drug 
stock. Now control is continued in: 


Establishment and Maintenance of 
Emergency Stock in All Clinics 


A special emergency drug kit in 
each unit clinic has been found use- 


From The University of Texas, College of 
Pharmacy, Austin, Texas 

An Abstract from a portion of a thesis 
submitted by Kenneth E. Tiemann to the 
Graduate School, The University of Texas, 
in partial fulfillment of the requirements 
for the degree of Master of Science in 
Pharmacy. 
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Pharmaceutical Procedures 


In The Pharmacy of a Hospital School Part II 


by Kenneth E. Tiemann and Dr. Frederick V. Lofgren 


ful by the doctors and nurses of 
The Brown Schools. This kit is used 
only in emergencies where time or 
the late hour makes it impossible 
to get the medication from the 
pharmacy or by order through the 
retail outlet. 

The following is a list of items 
included in this emergency kit as 
agreed upon by the medical staff: 

Achromycin V Capsules and 

Syrup 
Adrenalin Solution 1: 1000 
Amytal Sodium Injection 0.5 GM. 
Ampul 

Benadryl Capsules 25 mg, 50 mg. 

Coramine Injection 

Cremosuxidine 

Demerol Injection 50 mg./ml. 

(furnished by the doctor) 

Edrisal Tablets 

Gantrisin Tablets 

Nembutal Capsules gr. 1% 

Otobiotic Ear Solution 

Penicillin G. Procaine 300,000 

units/ml. 

Phenobarbital Injection 2 gr., 5 


gr. 
Tetanus Antitoxin 
Tetanus Toxoid 
Thorazine Injection 25 mg./ml. 


Purchasing 


Purchasing of all drug supplies is 
one of the most important functions 
of the pharmacist in staff capacity 
with regard to control over opera- 
tions. Purchasing responsibility is 
sometimes defined as buying mate- 


rials of the right quality, in the 
right quantity, at the right time, at 
the right price, from the right 
source.* 

Centralized purchasing is the 
method of organization and pro- 
cedure by which procurement of all 
purchased materials and supplies is 
concentrated in or channeled 
through a single department. It is 
under the direction of one responsi- 
ble person rather than being han- 
dled on a promiscuous unorganized 
basis or as an incidental function in 
connection with other duties of 
various department heads or other 
officials. 

The important feature of cen- 
tralized purchasing, therefore, is 
that the total purchasing responsi- 
bility and authority is centered in 
one office. 

The advantages of centralized 
purchasing in a single department 
are threefold: 

a) Better control is assured by 
having one complete set of records 
pertaining to purchase transactions 
and expenditures under one person 
directly responsible to management 
for the purchasing function, and 
also, by isolating the materials {ac- 
tor from the influence of other de- 
partments where primary interest 
lies in other directions. 

b) Superintendents, administra- 
tors, department heads, and others 

*Heinritz, Stuart F.: Purchasing princ’ples 


and applications. Prentice Hall, Inc., 2nd 
ed. 1958, p. 13-14. 
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are relieved of the detailed buying 
responsibility with its consequent 
interruptions and interviews inci- 
dental to the buying procedure. 
Thus they can give undivided time 
and attention to their respective 
primary functions. This makes for 
better performance in departmental 
administration and supervision. 

c) Concentration on purchasing 
develops specialized knowledge and 
skills that result in more efficient 
and economical procurement.’ 

After noting the advantages of 
centralized purchasing, and making 
a study of their own situation, The 
Brown Schools adopted this cen- 
tralized type of procurement in the 
purchase of all drug and medical 
supplies. Since there are six indi- 
vidual units in the school using 
the same type of drug and medical 
supplies the advantages of central- 
ized procurement can easily be 
seen. 

The need for procurement arises 
in the patient care units, and these 
needs are requested on a student 
stock charge which is sent to the 
pharmacy. Sick room and first aid 
needs are shown on the requisition. 

These requisitions are analyzed 
by the pharmacist, and a purchase 
order is issued to the vendor se- 
lected for each item or items. This 
system requires three copies of the 
purchase order. The original is sent 
to the vendor, the second copy is 
sent to the accounting department 
and the third copy remains in the 
purchase order book as the pharma- 
cists’s copy. 

When the order is received, it is 
checked by the pharmacist for con- 
tent and price with the vendor’s 
invoice and also with the purchase 
order. If the order is complete, the 
invoice is signed by the pharmacist 
and sent to the accounting depart- 
ment for payment. 

The merchandise received is 
stored, and the requests are filled 
and sent to the units by the phar- 
macist. 


Records 


Good business practice demands 
that adequate records be kept and 
this is the practice of The Brown 
Schools Pharmacy. Professional rec- 
ords include a record of all pre- 
scriptions filled in the pharmacy, 
filed by number beginning with 
0001. This record is divided into 
two parts, those filed on the regular 
file and those filed on the bar- 
biturate file. Since the pharmacy 
does not stock any narcotic prep- 
arations at the present time, a 


‘Ibid., p. 10-11. 
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«Pharmacist 


The pharmacist has a dual responsibility at The Brown Schools. 
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The forms used at The Brown Schools. 
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TUbBEx< 


pre-filled for 
more than 75% 





of your injectable needs 





... empty, sterile cartridges 
for all others 
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TUBEX 


MEETS MORE THAN 






75% OF INJECTABLE REQUIREMENTS... 































@UBEX-—the most widely used 


tlsed-system of injectables .. . 






9) improve efficiency 





9) cut waste and breakage losses 





7} simplify inventory 





7} discourage narcotics pilferage 





J! assure asepsis 


1}: reduce risk of contact sensitization 





7. guarantee accurate dose 





1}: climinate a source of serum hepatitis 







Ancreases net revenue 





CLOSED-SYSTEM INJECTION 


TUBE’ 


® 
Philadelphia 1, Pa. 





ANTIBIOTICS 
BICILLIN® Long-Acting (Benzathine Penicillin G in Aqueous Sus- 
pension, Wyeth)—600,000 units per 1 cc., 1,200,000 units per 2 cc. 
BICILLIN C-R (Benzathine Penicillin G and Procaine Penicillin G in 
Aqueous Suspension)—600,000 units per 1 cc., 1,200,000 units per 2 cc. 
LENTOPEN® (Procaine Penicillin G in Oil [with Aluminum Mono- 
stearate], Wyeth)—300,000 units per 1 cc. 

LENTOPEN All-Purpose (Procaine Penicillin G and Potassium Peni- 
cillin G, in Oil)—400,000 units per 1 cc. 
DIHYDROSTREPTOMYCIN Sulfate~o.5 Gm. per 1 cc., 1.0 Gm. 
per 2 cc. 

STREPTOMYCIN Sulfate—o.5 Gm. per 1 cc., 1.0 Gm. per 2 cc. 
WYCILLIN® Suspension (Procaine Penicillin G in Aqueous Suspen- 
sion, Wyeth)—300,000 units per 1 cc., 600,000 units per 1 cc., and 
1,200,000 units per 2 cc. 

WYCILLIN DSM (Procaine Penicillin G with Dihydrostreptomycin 
Sulfate)—400,000 units Penicillin and 0.5 Gm. Dihydrostreptomycin 
base as sulfate per 2 cc. 


NARCOTICS AND ANALGESICS 
MEPERGAN* (Promethazine Hydrochloride and Meperidine Hydro- 
chloride, Wyeth)—50 mg. of each per 2 cc., 50 mg. a ge per 1 cc. 


MEPERIDINE HYDROCHLORIDE—50 mg., 75 mg., and 100 mg. 
per 1 cc. Also, each in 2 cc. (1 cc. fill) as well as 25 mg.f 


MORPHINE Sulfate—8 mg., 10 mg., and 15 mg. per 1 cc. 
CODEINE Phosphate—30 mg. per 1 cc., 60 mg. per 1 cc. 


ATARACTIC AGENTS 
PHENERGAN® (Promethazine Hydrochloride, Wyeth)—25 mg.f and 
50 mg. per 1 cc. 


SPARINE® (Promazine Hydrochloride, Wyeth)—50 mg. per 1 cc., 50 
mg.{ and 100 mg. per 2 cc. 





TOXINS, TOXOIDS AND VACCINES eee 
DIPHTHERIA AND TETANUS TOXOIDS COMBINED (Alumi- 
num Phosphate Adsorbed, Ultrafined*, Pediatric)—0.5 cc. 
TETANUS ANTITOXIN (Refined and Concentrated, Equine Origin) 
—1500 units per 1 cc., 3000 and 5000f units per 2 cc. 

TETANUS AND DIPHTHERIA TOXOIDS COMBINED (Alumi- 
num Phosphate Adsorbed, Ultrafined, for Adult Use)—0.5 cc. 
TETANUS TOXOID (Aluminum ‘Phosphate Adsorbed, Ultrafined) 
—0.5 cc. 

TRIPLE ANTIGEN (Diphtheria and Tetanus Toxoids and Pertussis 
Vaccine Combined, Aluminum Phosphate Adsorbed, Ultrafined)~ 
0.5 cc. 

POLIOMYELITIS VACCINE (Types 1, 2 and 3)—1 cc. 


MISCELLANEOUS 


ALLERGENS—House Dustt, Mixed Grassest, Ragweed Combinedf, 
Rocky Mountaint, Southern Formulat,West Coast~Early Summert, 
West Coast~Late Summert, Poison Ivy—Oak—Sumac Combined 


EPINEPHRINE Hydrochloridet (U.S.P., 1:1000)—0.5 cc. in 1 cc.f 
WYAMINE® Sulfate (Mephentermine Sulfate, Wyeth)—30 mg. per 
1 cc.,f 60 mg. per 2 cc.f 

SODIUM CHLORIDE Solution (U.S.P.)—2 cc., graduated 

WATER for Injection (U.S.P.)—2 cc., graduated 

TUBEX, Empty, Sterile—1 and 2 cc. 


TUBEX injectables (except those wag are supplied as sterile 
cartridge units with presharpened, sterile es affixed. The TUBEX 
syringe is a precision, all-metal instrument, easy to load and durable. 


Because medications are constantly being added to the TUBEX line, 
it cannot become obsolete. But even for injectables not P mb tt in 
TUBEX form, empty sterile cartridges can easily be and used. 


Soon to be available. Seek further information from your Wyeth Territory Manager. 
*Trademark 
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narcotic file is not maintained. A 
perpetual inventory is kept of all 
barbiturate stock and a daily pre- 
scription record is maintained 
showing the date, the prescription 
number filled or refilled, the name 
of the patient, the name of the pre- 
scribing physician and the price to 
be charged. 

A purchasing record, also main- 
tained in the pharmacy, consists of 
a card file in alphabetical order ac- 
cording to the product name. It also 
lists the date of the previous pro- 
curement, the vendor’s name and 
address, the purchase order number, 
the quantity purchased and the 
price paid. 

In addition to the professional 
records and purchasing records, a 
record is kept on every student in 
each of the units, which lists the 
medications they are taking reg- 
ularly. This record is kept current 
by the pharmacist who makes addi- 
tions or deletions of medication or 
changes in the administration of the 
medication according to directions 
issued by the unit physicians. 


Pricing 


Another function of the pharma- 
cist is to price all prescriptions and 
drug orders that come through the 
pharmacy. In order to arrive at the 
price to charge for different medi- 
cations, the pharmacist presented 
the Board of Directors of The 
Brown Schools with five different 
pricing schedules. The comptroller 
and business manager studied their 
situations and also the pricing 
schedules presented and decided on 
the schedule that would bring in a 
reasonable margin of profit from the 
operation of the pharmacy. 

When a student stock charge is 
sent to the pharmacy and the order 
is filled, the pharmacist enters the 
price on that charge ticket and 
sends it to the accounting depart- 
ment. The items ordered by requisi- 
tion for the unit clinics are also 
filled and a price is put on the req- 
uisition and sent to accounting. 
These items are generally listed at 
cost whereas the prescriptions or- 
dered on the student stock charge 
carry the agreed mark-up. 


Coordination 


The final function performed by 
the pharmacist for the line officials 
is that of acting as coordinator of 
the entire drug program. By having 


*Blanc, Felix: Many hospitals run risk on 
prescription work. Drug Topics 102: 15, 28 
(October 27) 1958. 


the pharmacy in the central office, — 


all functions are centralized, which 
makes it possible to perform the 
other functions of advice, service, 
and complete control over opera- 
tions. 

After six months of operation on 
a trial basis under the procedures 
previously outlined, The Brown 
Schools Pharmacy was declared a 
success by the Board of Directors 
and a complete pharmacy depart- 
ment was set up. The success of this 
pharmacy has proven that by using 
as a basis the best principles of 
pharmacy and management, a small 
operation such as this can be benfi- 
cial from a professional and a fi- 
nancial standpoint. 

The Brown Schools Pharmacy can 
serve as a model for other small 
hospitals, mental clinics, nursing 
homes and homes for the aged. 

Thousands of hospitals through- 
out the country are endangering the 
health of their patients through un- 
supervised pharmaceutical service. 

It is obvious that the patients in 
these institutions are exposed to a 
practice of pharmacy that is illegal, 
or to say the least, substandard, 
while the rest of the community is 
served by the familiar capable cor- 
ner drug store.’ 

It is hoped that the solution to the 
pharmacy problems of small hospi- 
tals will be found in establishing 
small part-time pharmacies similar 
to the one in The Brown Schools 
and operated by registered pharma- 
cists. Thus patients of smaller hos- 
pitals can be assured proper medi- 
cation dispensed by a person trained 
and licensed to work in this field of 
medicine. % 


Dr. Archambault 
Represents U.S.P.H.S. 


™ DESIGNATION of Pharmacist Di 
rector George F. Archambaul 
D.Sc., to represent the U. S. Publie 
Health Service in all pharmac 
activities has been announced b 
Surgeon General Leroy E. Burney, 
Dr. Archambault ‘in this staff ca 
pacity will maintain liaison with © 


George F. Archambault 


professional, educational, industrial 
pharmaceutical organizations and 
similar associations, and will serve 
as advisor on pharmacy to the Sur- 
geon General. At the same time, Dr. 
Archambault will continue his op- 
erational assignment as Chief of the 
Pharmacy Branch for the Public 
Health Service hospitals, a position 
which he has held for 12 years. & 
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Christmas cards appears in almost 
every hospital on a wall, door, or 
screen. Various modifications were 
used both at Johns Hopkins and 
University of Maryland Hospitals 
in Baltimore. One door at Universi- 
ty of Maryland Hospital was cov- 
ered with brick-pattern paper. 
Housekeepers are learning how 
to take some of the strain out of 
post-Christmas cleaning merely by 
asking that those who decorate 
windows remove the decorations. 
This allows the use of transparent 
figures which are available and 
many supervisors provide their own 
decorations. In most instances, dec- 
orations are stored in the depart- 


ment where they are used, but stor- 
age for the large figurines which 
have become traditional both as in- 
door and outdoor decorations is 
usually arranged by the hospital 
housekeeping department and oc- 
casionally by the. chaplain. 

Requirements that all decorations 
must be fireproof has increased the 
tendency to use Scotch tape to affix 
decorations to walls, and some 
housekeeping departments have 
found it necessary to make strict 
rules against the use of Scotch 
Tape on painted surfaces. 

Standing decorations made of 
fireproof cardboard, and figures cut 
from ply board can be used against 
walls without taking up valuable 


floor space. Bulletin board decora- 


tions are effective even when they’re 
small. s 
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Packages for Johnson & Johnson sterile 
hospital dressings are sealed by an exclusive 
research-designed process that actually welds 


t d paper together. No weak spots — no channels 
guaran ee for bacteria to enter. Patient-Ready dressings 
t 1 Stay sterile until you break the seal! 
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Steripak Non-Adhering Dressing 


e A unique dressing for minimal drainage wounds. 
e Absorbent pad, faced with non-adhering perforated film. 


e Super-Stick adhesive, vented for maximum aeration, 
holds dressing firmly in place. 


THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS 


a 


' Rhymes of a 


: Hospital Administrator 
; (After a busy and trying day) 


4 1, 

| Each day is different 

_ yet the same. 

' ‘Phone calls, meetings, complaints 
—and pain! 

Reflecting many human woes 

' As suffering man to the hospital 
goes. 


: 2 
Refer one here 
—and refer one there; 

And the others, oh the others, 
—TI know not where; 

Call the intern, call the nurse 
And, if need be, call the hearse. 


3. 
In they come 
—and out they go; 
Speed up the process 
—get the dough; 
_ Charge for this, charge for that; 
| (Highway robbery without a gat?) 


3 4, 
_ Dispensing charity 
_ —and medical care, 

' Takes endless energy 

| —and patience rare; 

' For the sick, the aged, and the 

' homeless ones, 

| Are plentiful indeed, among men’s 
"sons. 


5. 
Work up a procedure 
—and change it now; 
Ah, today it’s better 
—we now know how! 
Tomorrow is here, we'll do it again; 
But one more memo—where’s my 
pen? 


6. 
Look to the future 
—it’s bright aplenty; 
All hospitals will be clean 
—and also empty; 
Each patient cured in his home 
sweet home; 
Wake up man—There goes the 
‘phone! 
—E. D. Rosenfield M.D. 
Director Long Island Jewish Hos- 
pital 


A hermit in a souped-up car was 
arrested for driving through a small 
town at 70 miles per hour. 

The charge was “recluse driving.” 


As one young lady said, “The 
trouble with nylons is they are sheer 
today and torn tomorrow.” 
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THE BIGGEST CHALLENGE: 
PATIENT SAFETY 


During the recuperative period, a patient in a weakened condition is 
highly susceptible to the invasion of infectious agents. The hard fact is 
that the lack of good, old-fashioned sanitation is the root of the alarm- 
ing cross-infection problem in hospitals today. 

This is why so many hospitals are turning to the Huntington Patient- 
Safety Program. The concept is simple: cleanliness in all areas and on 
all surfaces in the hospital with proper products. 

The products have come from the research and testing laboratories of 
Huntington. The knowledge hag come from 40 years of experience in 
hospital sanitation and maintenance. Wouldn't you like Huntington's 
help in fighting cré8s infection in your hospital? Just call our repre- 
sentative, the Man Behind the Huntington Drum. Take advantage of his 
ideas and experience. Do you have our pamphlet, “A Suggested Plan of 
Infection Control in Hospitals,” yet? Better send for it. * Huntington 
Laboratories, Huntington, Indiana, Philadelphia 35, In Canada: Toronto 2 


HUNTINGTON 


... where research leads to better products 


For more information, use yellow postcard inside back cover. 91 
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WITRCOROBEX 


For details write..BEX INDUSTRIES, INC., 210 FIFTH AVE., NEW YORK CITY 
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She’s Ready for Promotion 
WHEN ..... 


by Ernest W. Fair 





PROMOTION CHECK CHART 








“Positive (2) Neutmal <2) 4, Negative (0) 




















This chart may be used in analyzing each 
individual with respect to points set forth in 








the accompanying article. The number of lines 
used will be determined by the number of 
points applicable. As an example, if all 50 
are used and 38 checked positive that would 
total 76 in the first column; 10 checked in 
the second column would give a score total 




















(P plus N) of 86 since the remaining 12 in 
the third column would carry no score. 
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® ONE OF THE toughest assignments 
facing any hospital executive is to 
decide which one of several em- 
ployees is to be selected for a forth- 
coming promotion in the hospital 
organization. Aside from the desire 
to be as fair as possible he must 
also be certain that the best possi- 
ble individual from the standpoint 
of value to the hospital in the new 
spet will be selected. 

Here’s a method. being used by 
a number of executives not only in 


the hospital field but in others as 
well. They employ a promotion 
check such as that shown in an ac- 
companying illustration. Each fac- 
tor is balanced for the individual 
under consideration as to positive 
possession, uncertainty and negative 
or failure to possess the desired 
quality. Two points are scored for 
those in the first column and one 
for those in the second (none for 
the negative checks). The various 
totals arrived at for each of the 


employees being checked — serve 
to spotlight the individual posses- 
sing the best potential for the new 
staff position. 

Points to be checked vary from 
one executive to another. We have 
selected herewith fifty of those 
which appeared most often in a 
wide number of such lists studied. 
The reader may use all or any num- 
ber since different factors will ap- 
ply to different staff positions under 
consideration. 





1— Keeps quality of present work 
exceptionally high day in and day 
out. 

2—JIs continually improving her 
own knowledge of hospital oper- 
ation. 

3— Knows what to do in average 
situations without being told. 

4—Has always been willing to 
share in unpleasant work or un- 
pleasant aspect of the job with other 
employees. 

5— Is good at routine; has shown 
a knack for following established 
patterns. 

6—Is not fixed in her ways of 
doing things and has shown will- 
ingness to alter previously estab- 
lished methods. 

7— Has the ability to learn new 
methods and shows positive interest 
in doing so whenever possible. 

8— Has demonstrated orderliness 
in her present work. 

9— Possesses adequate knowl- 
edge of the details of her present 
job. 

10 — Has shown a definite interest 
in receiving a promotion and want- 
ing to climb in the hospital organi- 
zation. 

11— Requires a minimum of in- 
struction for any ordinary work as- 
signment. 

12 — Can think things out — does 
not need minute detailed explana- 
tion of what to do on every assign- 
ment. 

13— Has shown no inclination to 
“goof off” at the job now held. 

14— Has a good record of past 
work performance not only with the 
hospital but on previous jobs. 

15 — Takes good care of her per- 
sonal health in private as well as 
on the job. 

16 — Has a record on the present 
job of a minimum of errors of 
judgment. 


17—Can do every regular as- 
signment without needing close 
supervision. 

18— Does not give alibis or ex- 
cuses for failure to do her work. 

19—Has a general attitude of 
cheerfulness at her present job and 
around others. 

20— Shows seriousness at her 
work; has demonstrated a minimum 
of “horse play”. 

21—Can do her present job 
without physical or mental strain. 

22 — Demonstrates patience with 
others in connection with her work; 
both those above her and at her 
own level in the organization. 

23—Is able to prorate her en- 
ergies throughout the day and keep 
at top efficiency all through. 

24— Has demonstrated a positive 
interest in the hospital profession 
in the past. 

25 — Has demonstrated loyalty to 
the hospital in the past. 

26— Knows how to get along 
with supervisors in her present job. 

27 — Possesses the ability to con- 
centrate on a given problem and 
solve it effectively in a minimum 
of time. 

28—Seeks and does additional 
tasks connected with her job with- 
out their being assigned directly 
to her. 

29 — Is respected by the men and 
women with whom she has worked. 

30—Can stand criticism from 
superiors as well as fellow employ- 
ees without being hurt or showing 
resentment. 

31—Is usually pleasant and 
cheerful as a natural personality 
trait. 

32— Willingly conforms to the 
rules set for employee conduct. 

33— Does not become flustered 
or embarrassed easily. 

34—Has personal long range 


plans for her career and has worked 
toward them in the past. 

35 — She can take criticism given 
to her and show profit thereby fol- 
lowing such criticism. 

36 — Is willing to accept responsi- 
bility when things go wrong on the 
job. 

37 — Has pleasant personal habits 
and traits. 

38—Is settled in her personal 
life away from the job and in re- 
lationships with others. 

39—Is able to work with and 
get along with both sexes both 
among employees and patients in 
the hospital. 

40— Has no fixed prejudices in 
her personal thinking. 

41 — Has learned all of the basic 
fundamentals of her present job and 
shows possibility of doing so easily 
on the job under consideration. 

42 —Has full appreciation of the 
principle that the hospital must 
make money to keep going. 

43 — Lives within her means and 
successfully manages her money 
problems on her present income. 

44—-Has the necessary back- 
ground and education to handle the 
next step up the ladder. 

45— Has developed good outside 
interests in her life to offset any job 
tensions which develop in her work. 

46—Has demonstrated willing- 
ness to help others who lack her 
own capabilities. 

47 — Has demonstrated self confi- 
dence and assurance both on and 
off her present job. : 

48 — Has refrained from obvious 
apple polishing; a sign of personal- 
ly admitted shortcomings. 

49 — Has expressed confidence in 
the hospital being a fine institution. 

50— Has shown no signs of un- 
stableness in poltical or economic 
thinking in the past. 8 


———— ESS! | 
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WHEN THE PATIENT IS IN STRESS... 























th | nk fi rst of In many types of stress conditions, when corticoid requirements 
are multiplied as much as ten times or more, Solu-Cortef (i.v. 


hydrocortisone) rapidly combats shock by “triggering” vasopres- 
: sors to maintain circulatory efficiency. In shock resulting from 
injury, surgery, or overwhelming systemic infection, think first 
- of Solu-Cortef. 
In anaphylactic shock, Solu-Cortef, through its prolonged 
action, helps prevent recurrence when given promptly after the 


administration of a vasopressor or an antihistaminic drug. 
. . In time-saving Mix-0-Vial* For time-saving administration, Solu-Cortef 
the first hydrocortisone for is supplied in the Mix-O-Vial, containing 100 or 250 mg. hydrocortisone 


direct intravenous injection with suitable diluent in a separate compartment. 


Dosage: Inject intravenously in 30 to 60 seconds; repeat injections of 


half a Mix-O-Vial may be given after 1, 3, 6, and 10 hours. 
| Upjohn | THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN *Trademark, Reg. U.S. Pat. Off. 
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by Mary Helen Anderson, R.N., M.S.H.A. 


How To 
Attend An 
Institute 


“~ €or a Convention 


® INSTITUTES (and conventions) all 
have a primary purpose expressed 
in a high and noble objective that 
they should result in great benefit 
to all who attend. Progressive ad- 
ministrators agree that attendance 
at such professional meetings is 
beneficial to the operation of the 
hospital, therefore often appropri- 
ate sizable sums to cover trans- 
portation, registration and general 
expenses for a number of depart- 
ment heads and other personnel to 
attend meetings of special interest to 
various groups during the year. The 
person on the receiving end finds 
quite often that he faces the con- 
vention without really knowing 
what he is supposed to do, and too 
often comes home without tangible 
benefits to report or to demon- 
strate. Occasionally an administra- 
tor or a director of nursing will 
prepare the conventioneers by 
issuing a warning that a detailed 
report will be expected. This can 
make the convention a “must” affair 
and part of the benefit may be lost 
because of the urgency to obtain 
reportable material. 

Attending a convention can re- 
sult in enormous returns if a few 
simple rules are followed. Here’s a 
small check list for you. 


Check List 
Check with the out-of-town 


weather forecaster and determine the 
expected temperature range for the 


If you have been prompt about reading your HOSPITAL MANAGEMENT this 


month, when you have reached this article you just have time (by using 


Special Delivery) to enter your registration for the first Institute spon- 
sored by the National Association of Hospital Central Service Personnel. 
It will be held in the Belmont Plaza Hotel in New York City on December 


9, 10, and 11. For information write at once to your Central Service Editor, 


Box 1634, Chicago, Illinois. If you have already made arrangements to at- 


tend, you will want to take stock of your personal preparation. 


by Mary Helen Anderson, M.S.H.A. 


time of the convention. Take prac- 
tical clothing so that you will be 
comfortable. Recently there were 
some sorry fashion devotees who 
dressed by the calendar in New 
York’s 90 degree heat wave in Sep- 
tember. The hospital convention or 
the professional institute is not a 
fashion show. By all means, be 
comfortable. 

Be sure your reservations are in 
order. Leave nothing to be taken 
for granted in a city with which 
you may be unfamiliar. Double 
check your return ticket as soon 
as you arrive, so that your mind 
may be free of worry. 

Have specific objectives. If the 
occasion is an institute, have your 
problems formulated and written 
out ahead of time. You know there 
will be opportunity for discussion. 
Be prepared to participate. There 
is nothing so discouraging as a 
dead-pan audience in a period set 
apart for questions. But don’t mo- 
nopolize the meeting. It’s surprising 
how much can be learned by listen- 
ing to the other people’s problems. 
If after your reasonable share of the 
spot-light, you still have questions, 
ask for an appointment with the 
speaker; better still, write to him 
and allow him time to consider 
your problem carefully. If it is a 
general convention that is the order 
of the events, don’t attempt to cover 
the waterfront. “Meeting Hopping” is 
rarely productive. If there are more 
than one of you in attendance, study 


the program and agree as to the 
assignment for coverage. If you are 
alone, choose the meetings that hold 
the most interesting content accord- 
ing to the program. Give the speak- 
ers a chance. At most conventions 
there is a steady stream of these 
meeting hoppers disturbing every- 
one by a constant procession in and 
out of the doors at the rear of the 
room. Stay around—the program 
planners sometimes save the best 
speakers until last. If you elect to 
attend a meeting, do see it through. 

Remember the forty-pound limit 
on airplane baggage! There is no 
limit on train baggage, but there 
might well be for convention goers 
who feel the irresistable urge to 
collect samples. Remember _ that 
samples given away add to the ulti- 
mate cost of the product. It’s a good 
place to practice a bit of the Golden 
Rule. Don’t take samples just be- 
cause they are offered to you. Ex- 
press an honest interest in prod- 
ucts that you feel will be useful 
in your department, and then re- 
member to make good use of the 
samples when you return to the 
hospital. A manufacturer has a 
right to expect an evaluation of 
his product if he supplies free sam- 
ples for your inspection. Make it a 
scientific evaluation. 

In the same line, don’t gather 
all the literature you can carry. 
Chances are your purchasing agent 
already has a good supply; if not, 
he can get more detailed descrip- 
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tions and more pertinent informa- 
tion than will be given away to the 
general convention public. Note the 
product and then let him take over. 
Printing is an expensive process, 
and again, literature that is not 
used merely adds to the cost of the 
product. Don’t sign up at every ex- 
hibit. 

Speaking of the Golden Rule— 
don’t park in an exhibitor’s booth 
and keep him from talking to pro- 
spective customers. This is a special 
sin for those who are fortunate to 
be residents of cities frequently 
holding large conventions. It is the 
out-of-town people who should 
have the courtesy of the day. You 
can probably chat with the repre- 
sentative any day in the week. 
Greet them, surely, but remember 
they must earn their keep too. A 
small word of advice for accepting 
invitations to lavish entertainments 
sponsored by manufacturers: 
Spon Tr” 

Arm yourself with pencil and 
notebook before the first session. 
At some institutes paper is provided 
Please turn to page 100 


Christmas Ideas For 
Central Service 


™ THERES ALWAYS a little extra 
time around Christmas to do the 
little things that make Christmas 
special. Here are a few suggestions 
for C.S. people. 

Send Christmas cards from C.S.R. 
to each department in the hos- 
pital. Central Service personnel 
might make them. 

Decorate the cupboard windows 
and the windows (if any) of the de- 
partment with Christmas scenes. 

Make little tags with a greeting 
and attach to wrapped trays and 
treatment trays, and address them 
to the doctor who is going to use 
them. 

For the Supervisor—in the ad- 
ministrative session bring up the 
point that so many of the service 
departments (like C.S.R., laundry 
and maintenance) do not get to 
share in the great mountains of 
candy that usually flood the nursing 
service areas. A pool arrangement 
might be made so that members of 
these departments might share. 

Have personnel wear little em- 
blems: “Merry Christmas from 
Central Service.” 

Have a Central Service Christmas 
party with the other departments in 
the town or surrounding area. 

(Let us know what you did in 
your department). co 
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This is a better race track than Indianapolis now that you 


Use slip-retardant floor wax 
containing LUDOX’ 


You benefit two ways with floor wax 
containing “‘Ludox’’. First, there’s 
the skid resistance “‘Ludox”’ adds. 
Tiny, transparent spheres of “Ludox” 
exert a snubbing action with every 
footstep... givesure-footed traction. 
Second, you get the lasting beauty 
only a fine wax can give your floors 
... and it’s easy to keep floors beau- 
tiful, because scratches and scuffs 
can be buffed out, without rewaxing. 


(Du Pont’s anti-slip ingredient) 


Floor waxes containing “‘Ludox’’, 
Du Pont’s anti-slip ingredient, give 
your floors the appearance you want, 
plus added safety underfoot. 

Mail coupon below for more in- 
formation and a list of suppliers 
of quality floor waxes containing 
*‘Ludox’’. E. I. du Pont de Nemours 
& Co. (Inc.), Industrial and Bio- 
chemicals Dept., Room N-2533, Wil- 
mington 98, Delaware. 


MAIL THIS COUPON TODAY 


LUDOX’ 


E. I. du Pont de Nemours & Co. (Inc.) 
Industrial and Biochemicals Dept. 


Room N-2533HM, Wilmington 98, Delaware 


COLLOIDAL SILICA 


Please send me the free booklet describing the advan- 


tages of using floor wax containing “Ludox” and a 
list of suppliers of these quality waxes. 


Name 
Firm 


Address 


REG. U.S, PAT. OFF. 
BETTER THINGS FOR BETTER LIVING 
« « » THROUGH CHEMISTRY 





Title 











For more information, use yellow postcard inside back cover. 
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which supplied figures had an aver- 
age occupancy for bassinets of 32.91 
percent, much lower than any of our 
previous figures. Here was another 
wide occupancy range extending 
from a low of 14.4 percent to 85.0 
percent occupancy. Of the 34 hos- 
pitals only four whose occupancy 
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figures were 85.0, 76.7, 58.5 and 51.1 
percent presented a figure of over 
50 percent occupancy in this area. 
Although some wastage must be 
accepted as a part of our system, it 
has been shown that some of it can 
be avoided by good management 
and medical staff cooperation. The 
experience of Sacred Heart Hos- 
pital in Allentown, Pa. (mentioned 
by Commissioner Smith)” is one in- 
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Graph 7. The national average occupancy, income and expenses for 30 
months for hospitals of 226 beds and larger. 





dication of what can be done by 
a determined group. But is this 
typical of medical cooperation? In 
Pennsylvania, at least, it is not. This 
is evidenced by the statement of 
Insurance Commissioner Smith:* 
“The record shows conclusively that 
the medical profession through their 
state and county societies have done 
practically nothing in the way of 
curbing abuses in the use of hos- 
pital care.” 

Moreover, the findings of Freid- 
son and Feldman” indicate that a 
substantial number of physicians 
rate their local hospitals as only 
fair or poor because there are “not 
enough hospital, beds, space” avail- 
able. Perhaps these findings mean 
“not enough” facilities at the con- 
venience of the doctor and the pa- 
tient. There are certainly enough 
beds if proper use is made of them. 

There is inefficiency, but is it un- 
reasonable? In a society which has 
come to accept the forty-hour week 
as the standard of work for a hu- 
man being, it is surely unrealistic 
to expect hospitals to have different 
work patterns from the rest of the 


An Interpretation of 


The National Average for 30 
months — 226 beds and above 


These larger hospitals follow sea- 
sonal occupancy variations with 
January and February showing 
peaks in occupancy and with the 
lows in occupancy occurring in the 
summer months of July, August 
and September with a decided dip 
in the winter month of December. 


The Area Averages for the year 
1958 


There is a more consistent aver- 
age percentage of occupancy in the 
70s and the 80s for larger hospitals 
and a safer operating margin be- 
tween costs and income, the major 
exception being the New England 
area (graph 8). 

New England—operated in the 
black (graph 8) for the early part of 
the year with actual losses occurring 
in the summer months of August 
and September. 

Middle Atlantic — no extreme 
drops in occupancy, expense or in- 
come here but occupancy did drop 
below 80 percent during July, Au- 
gust and December. 
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people in the community. If the 
forty-hour week for work, occu- 
pancy and utilization is proper, then 
let us accept it as characteristic of 
our society and stop complaining 
about the inefficiency of hospital 
operations. According to our obser- 
vations, hospitals are just as effi- 
cient or inefficient as the rest of the 
community in which they operate. 

It has been suggested that hos- 
pitals should offer special rates to 
patients on week ends, during holi- 
day periods or at otherwise slack 
times in the hospital, after the pat- 
tern of some hotels. Good sugges- 
tion but impractical! The man who 
is covered by Blue Cross or com- 
mercial insurance will get exactly 
the same benefits on week ends or 
week days so why should he not be 
hospitalized at his own convenience? 
Blue Shield will also pay the doctor 
exactly the same amount whether 
he operates on Saturday or on 
Tuesday so why not operate at his 
convenience? What of the indigent 
patient? He does not pay anyway 
and so usually suits himself. 


the Graphs 


South Atlantic — operated in the 
black for 11 months of 1958 but in 
December the occupancy fell to 53.90 
percent (graph 9) and was ac- 
companied by a very noticeable loss 
of income. 

South Central — a gradual decline 
in occupancy throughout the year 
from a high of 91.35 percent in Feb- 
ruary to a low of 64.30 percent in 
December. 

East North Central — the high 
rate of occupancy was 89.84 percent 
in February and the low of 78.37 
percent occurred in August. 

West North Central — had equal- 
ly high occupancy in the months of 
February 88.50 percent and March, 
with the lowest occupancy occurring 
in July, 72.67 percent. 

Mountain States — fluctuating oc- 
cupancy accompanied by fluctuating 
income and cost pictures with low 
occupancy, under 80 percent, oc- 
curring in March, April, July and 
September. 

Pacific Coast — low occupancy, 
under 80 percent, occurred in May, 
August, November and December 
but the margin was sufficient for 
them to operate in the black during 
the entire year of 1958. 8 
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Under the existing circumstances, 
there does not seem to be any an- 
swer to the problem of inefficient 
occupancy and utilization of hospital 
services. It is true that inefficient 
operations which are losing money 
might be eliminated. In some places, 
it might be possible for hospitals to 
abolish low occupancy services and 


udication of Francis R. Smith; p. 7 
udication of Francis R. Smith; p. 8 
. Freidson and J. |. Feldman. The pub- 
lic looks at hespitals. Health Insurance 
Foundation, Research Series 4, New York, 
1958. p. 8 
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Graph 8. The New England area 
average occupancy, income and ex- 
penses for 1958 for hospitals of 226 
beds and larger. 




















send the patients to another hos- 
pital despite the protests that might 
come from physicians and clergy- 
men. In some instances, it might be 
possible to combine several small 
hospitals into one large one. But all 
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Graph 9. The South Atlantic area 

average occupancy, income and ex- 


penses for 1958 for hospitals of 226 
beds and larger. 














of these measures would make only 
a slight impression upon the vast 
reservoir of empty beds. 

Bureaucrats may smile at the 
wastefulness of our voluntary hos- 
pital system and point to govern- 
ment control as the only way out 
of our predicament. But are gov- 
ernment operated hospitals more 
efficient? Our statistics show only 
a slight apparent advantage which 
might not be so on further study. 
Beside which bureaucrats are as 
human as anyone else—they don’t 
like to work on week ends either! 

With the present attitude of our 
society, hospital occupancy is not 
going to improve unless we change 
our habits and decide to incon- 
venience ourselves for the sake of 
efficiency. In our time, this is not 
likely to happen. cs 


ANDERSON 
Continued from page 97 


for note-taking. Usually those many 
scraps of paper that are used for 
product numbers, telephone num- 
bers, and special notes get lost in a 
hotel room while a substantial note- 
book that fits into pocket or purse 
is much more satisfactory. 

Try to arrange a little fun. After 
all, if you were home you would 
be expected to work eight hours. 
Plan some recreation and do some- 
thing you wouldn’t ordinarily do at 
home. Sight-seeing trips are an ex- 
cellent investment for a conven- 
tioneer. 

Don’t spend too much time writ- 
ing the folks back home. After all, 
most meetings last only a couple 
of days. Take some post-card book- 
lets to show the folks at home, but 
use your precious hours to the best 
advantage. Unless you’re a million- 
aire, you can’t take home a gift 
for every one. However, be sure 
that you have enough money with 
you to buy a return ticket in case 
yours is lost. To that end, do the 
gift-buying on the last day—per- 
haps even at the airport! 

Be sure to make at least one new 
friend with whom you can corre- 
spond about your respective depart- 
ments. 

Don’t forget the report to the 
boss! Riding the plane or train is a 
good time to make an outline and 
to write some notes to be developed 
later. Keep an accurate account of 
your expenses and add them up 
while you are headed for home. 

Heed the advice of an unsung 
expert on travel: “Take half as 
many clothes as you first plan, — 
twice as much money.” 
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elderly employee who has sur- 
passed her usefulness as a typist or 
stenographer is “put out to pasture” 
as the receptionist in the admitting 
area. Concurrently, physicians, 
nurses and aides assigned to this 
area are frequently the employees 
who have not proven satisfactory on 
the wards—either from a profes- 
sional relations standpoint or be- 
cause of production deficiencies. As- 
signments of this nature are sure- 
fire disaster from a public relations 
medium. Consider the care in selec- 
tion and the subsequent painstak- 
ing training of airline stewardesses, 
hotel receptionists, dining room 
hostesses and large corporation 
public relations employees. Busi- 
nessmen who select such personnel 
are well aware of the fact that, re- 
gardless of title and salary, these 
employees create a strong and last- 
ing impression on the mind of the 
public. When the public thinks of 
any organization, they remember 
vividly the treatment they received 
on arrival and departure. 

The formula for a good admitting 
staff is the same for each of the in- 
dividual employees: the receptionist, 
the nurse, the physician, the aide, 
the social worker and the clerical 
assistants. 

The Personality: Well-mannered, 
emotionally stable individuals 
should be assigned to this area. 
They must be, in effect, human re- 
lations technicians who can com- 
mand respect and cooperation by 
their demeanor alone. Frequently, 
frustrated job-unhappy employees 
are “sloughed off” on this area and, 
subsequently, they continue to work 
under the maxim that “people are 
no damned good.” Ill patients are 
often abusive human beings and, as 
such, they should not be met by an 
employee who believes “abuse is 
good for abuse.” 

The Education: The receptionist 
in the hospital should have a high 
school education and preferably 
some additional training in the so- 
cial amenities. Although she is not 
a professional person, she must be 
oriented effectively so that each ap- 
plicant receives the correct informa- 
tion to which he is entitled in a gra- 
cious and positive manner. The hos- 
pital can arrange profitably to have 
a social worker available to this 
area when the need arises. Thus 
the effectiveness of the receptionist 
is augmented by the professional 
assistance of the social worker and, 
conversely, the social worker is 


troubled only when necessary and 
thus relieved of minor clerical and 
administrative details. The entire 
admitting staff should undergo in- 
itial, as well as continued training in 
the many aspects of human and 
public relations. 

The Appearance: In this area, the 
physicians, nurses, and aides should 
be attired in clean, white uniforms. 
The psychological transition from 
the home-like admitting rooms to 
the professional ward surroundings 
is influenced by the appearance of 
the physician, the nurse and the 
aide. The receptionist does not rep- 
resent the professional side of the 
institution to the patient and, there- 
fore, she should be well-groomed in 
much the same manner as the taste- 
fully dressed housewife. 

Mannerisms: Admitting personnel 
should never neglect the applicant. 
Therefore, a quick, friendly recep- 
tion is of paramount importance. 
This should be highlighted by an 
even temperament, pleasing per- 
sonality (neither overly solicitous 
nor coldly indifferent) and a quiet 
demeanor. The admitting staff 
should approach the applicant on 
the initial point of contact rather 
than have the applicant seek the 
staff. The receptionist or physician 
who quietly walks over to the 
davenport where the applicant is 
sitting is far more effective than 
the receptionist or physician who 
stands at a desk and shouts the pa- 
tient’s name to the entire waiting 
room. Too often admitting areas are 
reminiscent of a contest in hog-call- 
ing. 

Admitting rooms can be improved 
with little time waste or money ex- 
penditure. Compared to the many 
other costly programs demanding at- 
tention, the reorganization of the ad- 
mitting area is comparatively inex- 
pensive. Several thousand dollars 
will adequately refurnish most areas 
and a project of this nature is an 
excellent one to present to the vari- 
ous civic groups who are desirous 
of providing financial help to the 
hospital. The average hospital us- 
ually has well-trained personnel on 
the staff who can indoctrinate em- 
ployees in the theories and prac- 
tices of good human and public re- 
lations. As a corollary, public rela- 
tions representatives of large corpo- 
rations are frequently available at 
little or no cost for participation in 
training programs. 

After this work has been ac- 
complished, a continued training 
program coupled with occasional re- 
pair or replacement of decor will 
maintain a well-integrated unit. 8 
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WHEN 

EVEN 

STUBBORN 

HOSPITAL 

STAPHYLOCOCCI 

RESPOND... 

THE ANTIBIOTIC IS APT TO BE 


CHLOROMYCETIN 


IN VITRO SENSITIVITY OF 337 STRAINS 
OF PATHOGENIC STAPHYLOCOCCI (ISOLATED FROM HOSPITAL PATIENTS) 
TO CHLOROMYCETIN AND TO THREE OTHER ANTIBIOTICS* 


ANTIBIOTIC A 63.2% 
ANTIBIOTIC B 48.4% 


ANTIBIOTIC C 33.5% 


40 60 80 100 


* Adapted from Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 102:691, 1958. 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its use, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires 
prolonged or intermittent therapy. 
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Announcing 


ALTAF 


a new member in the nitrofuran family 





onl) ean — eee 


_ CH,—CH-CH, -N ° 
ee NON, cH,’ 





the first nitrofuran effective orally 


in systemic bacterial infections 





The promise of 


ALTAFUR, 


in clinical medicine 


Extensive laboratory and clinical investigative effort has been devoted to the screening and evaluation of 
nitrofuran compounds in the quest for agents with systemic antibacterial effectiveness. ALTAFUR is the achieve- 
ment of this program. 


In vitro, ALTAFUR is effective against the following gram-positive and 
gram-negative organisms (isolated from clinical infections) : 


Sensitive Resistant 9% Sensitive 


99.4 
98.5 
100.0 


Organism 
Staphylococci* 181 
Streptococci 

D. pneumoniae 


Coliforms 
Proteus 
A. aerogenes 


91.8 
50.0 
100.0 


Ps, aeruginosa 59.9 


*Includes many strains resistant to antibiotics. 
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As with other nitrofuran compounds, development of bacterial resistance is negligible. 


Clinically, ALTAFUR has proven most effective in the treatment of a variety of conditions including pulmonary 
infections (pneumonia, empyema, bronchiolitis), upper respiratory tract infections, abscesses, cellulitis, pyo- 
dermas, septicemia/ bacteremia and various wound infections. ALTAFUR has produced cures in 75% of cases, and 
significant improvement in 10%. 


To date, ALTAFUR has been used most extensively in staphylococcal infections with a cure rate of 66% and 
an improvement rate of 20%. Of particular importance, a number of these patients had not responded to 
previous therapy with antibiotics or other chemotherapeutic agents. 


In common with the other available nitrofurans, ALTAFUR has a low order of side effects. Nausea and emesis 
occur occasionally but these can be minimized or eliminated through dosage adjustment and by giving the 
drug with meals and with food or milk on retiring. In the two instances in which a neutropenia developed, 
ALTAFUR was not clearly implicated. There has been no cross-sensitization of patients with other antibacterials. 


The average adult dose is one 250 mg. tablet q.i.d. with meals and food or milk at bedtime. For severe staphy- 
lococcal infections, the dosage may be increased to approximately 30 mg./Kg. (13.5 mg./lb.) body weight 
per day, administered in four equally divided doses. The average length of therapy is five to seven days. 
Because this is a new drug, therapy probably should not be continued for more than 14 days except in severe 
or complicated cases, such as osteomyelitis, endocarditis, bacteremia (septicemia), etc. 

Additional information may be obtained from the Medical Director, Eaton Laboratories. 


ALTAFUR is available as quadrisected, chartreuse-colored tablets of 50 mg. and 250 mg. ALTAFUR Sensi-Discs, 
for bacterial sensitivity tests, are available from Baltimore Biological Laboratory. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


DECEMBER, 1959 For more information, use yellow postcard inside back cover. 





Stamp Out the Waste Bug 


A public relations campaign against useless waste 


@ WITH THE EMPHAsIS that only an 
accompanying oath can express, the 
chief engineer brought to my at- 
tention a collection of utterly ruined 
stainless steel utensils he had taken 
from the incinerator ashes during 
the month. The sight of such useless 
waste left me with a case of in- 
digestion and a resolution to put 
a stop to the practice of discarding 
perfectly good equipment. 
Believing that since the sight of 
these inexcusably destroyed urinals, 
emesis basins and other utensils so 
incensed me, it just might have the 
same effect on floor personnel. We 


by Nelson M. Fellman, Jr. 
Public Relations Director 
The Bryn Mawr Hospital 
Bryn Mawr, Pennsylvania 


published in the hospital house or- 
gan a photograph of the ruined 
objects, along with an_ editorial 
urging the end of useless waste. 
As a follow-up, posters were placed 
on all floors and mimeographed 
illustrated notices were sent to all 
housekeeping personnel, nurses’ 
aides and porters. The charred 
equipment was displayed at nursing 
staff meetings. 


Look at the waste! Stainless steel utensils found in 


incinerator ashes! 


The drive was immediately effec- 
tive but short-lived. Not one piece 
of equipment turned up in the ashes 
—UNTIL six months later. First 
one was found, and then several 
more, and we were right back 
where we started. 

In discussing the problem with 
nursing and housekeeping person- 
nel, a general feeling became evi- 
dent that other supplies were be- 
ing wasted. Now, our objective was 
not just to halt the discarding of 
stainless steel utensils but to pre- 
vent waste of all supplies as much 
as possible. 

Turning first to our immediate 
problem of burned utensils, we 
marked the floor number on every 
piece of stainless steel equipment, 
so in the event of future discarding 
we could learn just what floors were 
guilty of this practice. Using a num- 
ber of the destroyed items, we also 
made some unique posters to be 
displayed in various vantage points 
around the hospital. 

Now, how can we better conserve 
other supplies? To find the answer 
to this question we decided to ask 
the people who use them. As an ex- 
periment we distributed a_ brief 
questionnaire to 242 nursing staff 
and nonprofessional personnel on 
floor duty. 

The questionnaire read: 

“Ideas wanted. How can we bet- 
ter conserve supplies? We’d like to 
have your suggestions. Please list 
five ways you think supplies can 
better be used and waste reduced.” 

The response was quite good. 
Sixty-two percent returned ques- 
tionnaires with 517 suggestions on 
220 subjects. Not all suggestions 
were usable and while many were 


Please turn to page I18 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 
Secretary-treasurer 
National Association of Hospital Purchasing Agents 
Chicago Wesley Memorial Hospital 

250 East Superior Street 

Chicago 11, Illinois 


Public Relations Campaign 


“A pool of knowledge may quench the curiosity of many 








and never become dry; yet all who pour of their substance 


into the pool only add to the wealth therein.” 











This freely translated quotation from an obscure philos- 
opher is the basis for any association. The collected knowl- 
edge and experience of all its members become available to 
each. Being in a similar activity -- or is it now a profes- 
sion? -— we have many similar circumstances and are faced with 
nearly identical problems. Yet, we have different answers and 
I want to know which answer is best for me and my hospital. 
When I associate with the five people who gathered in Chicago 
last June for the N.A.H.P.A. convention, I know there are an- 
swers available. 


President Ed Grapp has asked that we begin a publicity and 
public relations campaign. Perhaps this is one of those "which 
came first, the chicken or the egg?" sort of things. Can we 
have an adequate force for a public relations campaign before 
we have a large membership? Or, on the other hand, can we ex- 
pect a large membership if present members don't engage in a 
campaign. Frankly, I am not greatly concerned! Does this 
sound like indifference? It's not. 

First, I am certain we are going to have a continuing 
growth in N.A.H.P.A. After all, how many associations doubled 
their membership last year as did N.A.H.P.A.? I want to pre- 
dict that it will double again this year under President Ed's 
aggressive leadership. 


Next, I am equally assured that there are few, if any, 
deadheads in the Association. It is filled with inquisitive 
minds. These minds are possessed by alert people who are anx- 
ious to do a scientific job on purchasing and inventory con- 
trol; who want to learn supervision and management. Best of 
all, these people are ready to share with others. 
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We can borrow from the hospital auxiliaries, who are cam- with 








paigning for a "face to face" program of public relations. st 
: : ° est 
Every member, who will point out to others that there exists a none 
nation-wide organization for people who do hospital purchasing, dele; 
can consider himself a member of the committees on Public Rela- with 
tions and Membership of N.A.H.P.A. cones 
Now for the wild prediction department. N.A.H.P.A. member- ailiens 
ship in five years will be 5,000. One man's opinion? Sure! tents 
Also, you may ask if I know anything about other associations wore 
if I am so enthusiastic about this one. insta 
é : : aris 
Yes, I'm acquainted with a few. Membership, officer and/or sR 
committee work are my lot in: Arizona Hospital Association, ee 
Purchasing Agents Association of Arizona, National Association sults. 
of Purchasing Agents, Association of Western Hospitals and per- —— 
sonal and institutional membership in American Hospital Asso- — 
ciation. I support them all and they all pay dividends to me aun 
in my profession. up b 
Nevertheless, N.A.H.P.A. is the only association of its modi 
kind I know that has members nationwide, has local and state Kg 
associations, has an officer organization for National Directors, i 
District Vice-Presidents, an Executive Counsel and which de- tion, 
votes itself exclusively to serving the people who buy for the 
nation's hospitals. Grous 
If you belong to N.A.H.P.A., spread the word to others. te 
Every hospital has someone who should belong. More state groups medi 
will be formed like the one I am forming in Arizona. hospi 
If you don't belong, let me know where I can send you a a 
membership application. seibiaa edited If 
R. A. "Rod" Clellan 
Vice President woul 
District | anew 
Business Manager is dif 
Arizona State Hospital basic: 
Phoenix, Arizona Thi 
State 
plies, 
reach 
Smal} Hospital Economics Points to Hospitals have really two main sources of revenue, of th 
the private paying patient, and governmental, which Relig 
G B x4 includes Federal State, County and City. It seems to spons 
Tt oup uying take both of these in the right proportion to do the job ers h 
adequately. Tax funds should provide care for the pitals 
medically indigent and these funds should be provided Enou 
in such amounts that the people who come to the hos- accep 
By Benny Carlisle pital are not forced to support the indigent. ness 
Administrator The care of the indigent should be a responsibility prisec 
Oklahoma General Hospital of the population as a whole, and not the responsibility 1954, 
Clinton, Ollahoma alone of those unfortunate enough to be hospitalized. This : 
We are faced with a serious financial problem that can If g 
only be remedied by tightening our belts and prac- The 
ospitals in the United States are making remarkable ticing more economy in operation. enoug 
progress in the best professional skills and latest Voluntary health insurance plans are constantly rais- battle 
technical equipment for the care of the sick and in- ing their premiums to cover the increased hospital cost. to col 
jured, but are we giving enough attention to the source There is a possibility that many will price themselves ing is 
of funds that provide these wonderful facilities? The out of the market or reduce their benefits substantially. has _ 
day of wholesale philanthropy is over for all practical This does not solve anything as far as the health of our work: 
purposes. With the taxes that are now being paid, indi- country is concerned. With voluntary health insurance Grc 
vidual fortunes are not being amassed as they once excluded for the citizen as a means of budgeting for woulk 
were, and hospitals can no longer look in this area for hospital care, the other alternative is apparent. The coord 
any substantial income. The fund raising campaign on advent of goverment medicine is as sure as daylight and to tal 
the local level is beginning to shout, “over-indulgence.” dark. Hospitals must hold the line on cost or we are in buyer 
Each community has one or more fund-raising cam- for more trouble. Our hopes rests with greater efficiency ple: ° 
paigns each year. Experience shows that the citizens in operation. lowes 
are dividing up their gifts and spreading them over Thirty percent of hospital expense is in the procure- dise 1 
many groups. ment of equipment and supplies. Hospitals purchasing pital | 
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without the benefit of an established purchasing de- 
partment are handicapped in their ability to obtain the 
best prices for equipment and supplies. In most of these 
hospitals, the administrator does the purchasing, or 
delegates this function to one of his assistants. People 
with divided interests who give only a part of their 
time to it are handling one of the most important func- 
tions of the hospital. A person who has fulltime duties, 
other than purchasing, cannot hope to study the many 
technical aspects of buying. Instead he must take the 
word of the salesman or of the advertisements. In most 
instances he orders hurriedly without a proper com- 
parison of products and cost. He does not have the time 
to investigate. Without proper records, a part time buy- 
er always runs short and more emergency buying re- 
sults. This is always costly. Buying must be preplanned 
from the proper inventory records if any semblance of 
order is to be maintained. 

A good purchasing department must maintain good 
inventory records, set up proper specifications, make 
up bid sheets, study the market trends, test the com- 
modities in use and constantly revise the stock items to 
maintain a complete stock. We might as well face reali- 
ty, hospitals that are not in a position to provide a full 
time purchasing department because of size or loca- 
tion, just cannot do the job of purchasing well. 


Group Buying 


In the areas of accounting, medical records and 
medical specialties such as radiology and pathology, 
hospitals have successfully functioned on a group basis. 
Without the cost being shared by a group, these special- 
ties would be beyond many of our small hospitals. 

If group practice works with the foregoing, why 
wouldn’t it work just as well on group purchasing? The 
answer is, it will. It is true that the group concept here 
is different than with professional group services but, 
basically, both are selling services. 

The oldest group buying organization in the United 
States is the Hospital Bureau of Standards and Sup- 
plies, in New York City. Their annual sales volume has 
reached over $3,700,000 annually. Since the inception 
of this plan, all sorts of groups have been established. 
Religious groups have merged, hospital councils have 
sponsored buying organizations and private group buy- 
ers have been set up to assist in purchasing for hos- 
pitals. These groups have not all met with success. 
Enough of them have met with success that it is now 
accepted that group buying is good, if done in a busi- 
ness like manner. Nine group buying agencies, com- 
prised of 609 hospitals, established between 1918 and 
1954, have done some $22,790,000 worth of business. 
This is another indication that it can be done. 

If group buying is so good, why hasn’t it grown more? 
The main reason is that hospitals are not hurting 
enough yet to risk a change. With a few more scars of 
battle, they will be more receptive to change. If we are 
to control hospital costs, a step toward group purchas- 
ing is definitely in the right direction. Group buying 
has proved itself in metropolitan areas, and has also 
worked in the smaller rural hospitals. 

Group buying for hospitals without purchasing agents 
would mean that a group of hospitals would voluntarily 
coordinate their efforts through a central buyer, so as 
to take advantage of the buying skills of a professional 
buyer. The purpose of this type of buying is very sim- 
ple: To buy for the hospital the best in supplies, at the 
lowest possible cost. The hospital orders the merchan- 
dise needed and only that. At no time should a hos- 
pital be compelled to buy inferior products. 


DECEMBER, 1959 


One of the first questions that any group should con- 
sider is, “What will group purchasing give us that we 
do not already have?” And, “Will its advantages out 
weigh the disadvantages?” Those questions must be 
answered by those asking the questions. 


Cost of Supplies 


It is estimated that equipment and hospital supplies 
purchased by group buying agencies can be bought for 
10 to 15 percent less than a single hospital can do it. 
In certain areas, the saving is even more. It is hard to 
evaluate the true savings because each hospital has 
many factors to consider such as size of hospital, 
amount of purchases made, distance from point of pur- 
chase, and degree of present efficiency. If the percent- 
age of savings is only half the above it is still well worth 
serious consideration. 


Testing Laboratory 


The group buying agency, if large enough, can test 
many commodities itself. This is a very expensive un- 
dertaking and it is doubtful that most groups could 
justify it. But the agency can use the laboratories of 
federal, state and private agencies and compile and re- 
cord this data for presentation to the member hospitals. 
Another invaluable service would be tests run in a 
given hospital and the results tabulated for use by all 
of the hospitals. 


Relieve the Administrator 


Hospitals without purchasing agents must rely on the 
administrator, or his appointee, for this important task. 
The management of any size hospital is a full time job, 
and to spread oneself too thin is to invite disaster. The 
administrative process should be broad and far reaching 
and should never be bogged down with the detail of 
any one department. Now an answer is in sight. Here- 
tofore the administrator felt he had no one qualified for 
the purchasing job and justly so. But with the advent 
of group purchasing this need no longer be the case. 
The group buying agency has qualified buyers who can 
give the smaller hospital the same advantage as the 
larger one. You just cannot carry on an administrator’s 
post and take care of all the details of good purchasing. 


Bid Buying 


Cost reduction goes hand in hand with bid buying. 
But this is not the advantage to be stressed. The detail 
of writing specifications and bid sheets is voluminous— 
impossible for the small hospital. On a group basis this 
is made possible. Each vendor has an equal opportunity 
to sell supplies, provided that service is equal. By bid 
buying, you are simply saying, “We buy the specified 
merchandise at the cheapest price.” No one can argue 
that this is improper. In this way you cut down the feel- 
ings of the vendors that one firm is being favored over 
another. Another advantage of bid buying is that all 
merchandise is carefully specified. The hospital does 
not have to rely on magazine advertising or the word 
of the salesman. A salesman will know how to order a 
product from his company, but has no desire to write 
the specifications that other companies can bid upon. 
Suppliers of hospitals have thousands of items returned 
each year because the buyer did not give the exact spec- 
ifications. This returned merchandise must be con- 
sidered an expense to the vendor. Naturally it is re- 
flected in the charge he makes for it. 
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Here is an illustration of volume buying where items 
were submitted to bid. Notice the difference in prices: 
Savings if hosp. 

had access to 
vol. buying 


4.81 case 


Cost if vol. 
purchased 


39.88 es. 


Cost for 
Item small hosp. 


44.69 cs. 





Dressings, gauze, 
4x 4,8 ply 
Syringe, 2 cc hypo 
(interchangeable) 
Multi-copy (5) pa- 
tient account form 
Retention catheter 
5 ce balloon 
Film, 14 x 17, x-ray 


19.56 doz. 17.52 doz. 2.04 doz. 


19 ea. .048 ea. .142 ea. 
6.96 doz. 


2.25 (75) 


28.20 doz. 21.24 doz. 


53.24 (75) 50.99 (75) 


These are actual prices. They are used to illustrate 
what group buying would make available to the small- 
er hospital. They are not to be construed as an exact 
cost of any item in a given area. 


Special Information Service 


A group buying agency should provide periodic 
studies on price quotations, market trends, factors 
affecting the market, testing, suggest seasonal buys, 
new products and others as needed. This data would 
be available for a hospital whether the merchandise 
was purchased through the agency or not. Only a mem- 
bership would be required. 


Standardization 


Uniformity and standardization have proved a val- 
uable asset in individual hospitals. The asset is even 
greater when standardization is accomplished in a 
group of hospitals. One advantage is that by standard- 
ization on an item by several hospitals, large quantities 


of a product can be purchased at a very sizable dollar 
savings. 


Methods of Group Purchasing 


Several methods have been used to set-up group buy- 
ing in hospitals; some are privately sponsored by re- 
ligious organizations or by commercial concerns. Others 
are operated by hospital councils or hospital associa- 
tions. Let us explore the hospital association method. 
With the Hospital association sponsoring such an un- 
dertaking, all hospitals have a direct control over the 
entire procedure. A program of education for the hos- 
pitals and other interested bodies is a prime requisite 
before such a program can be initiated. Success depends 
on participation, cooperation and understanding. 

After the general concept of group buying is accepted, 
plans should be made to organize and set the plan in 
motion. The hospital association should be the con- 
trolling body. This representative group would vest 
the direct control with the member hospitals. This is 
the key to the success of such a program. The organ- 
ization is then outlined to fit the needs of the group. 
The usual method of council and committees should 
be followed. 


Group Buying Council 


The council is the policy making body. It consists of 
a chairman and vice chairman appointed by the board 
of trustees. This group should meet regularly without 
compensation and do the overall policy making and 
planning. The group buying council should be directly 
responsible to the hospital association. 
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Directly under the council are the special committees. 
These committees should be headed by paid profession- 
als with voluntary assistance rendered by people in the 
hospitals. The purchasing agent should be a member of 
all committees. All meetings should be open to the 
membership at large. Grievances should be channeled 
to the board of trustees through the proper committee. 

Standards Committees—The duty of this committee 
is to establish specifications and standards after close 
coordination with other committees. 

Pharmacy—tThe duties of this committee are to study 
all drugs and set specifications and check drugs for 
advisability of volume purchases. A pharmacist should 
be the key person on this committee. 

Dietary—Specifications, best buys, market studies, 
testing are a few of the functions of this committee. A 
dietitian should head it. 

Administrative Staff—The adminstrative staff should 
be paid employees, under the direct supervision of the 
purchasing agent. 


Cost 


Group buying need not entail a tremendous expense 
to initiate. It would be much better to start in a con- 
servative manner but to make sure that proper ar- 
rangements are made for growth and expansion. Sup- 
plies that are easiest to agree upon and offer the largest 
savings, if bought in volume, should be started first. 
Other products of a controversial nature should be 
studied closely and offered only after complete agree- 
ment of the entire group. Respect and confidence of 
the agency will be forthcoming from the members if it 
is run in an efficient businesslike manner. 

Most people are instinctively against change. Hos- 
pital people are no exception. Start something new and 
people will immediately give you a hundred reasons for 
failure. Basically, this is why group purchasing has 
progressed slowly. The plan here is not to sell a pro- 
gram, but to present some interesting points of group 
buying. 

Many hospital people have not become interested in 
group buying because of lack of information. They have 
a habit of sticking to the present method, whatever it 
may be, rather than gamble on change. But if hospitals 
can save money for the patient, while still maintaining 
quality in supplies and equipment, there is no reason 
why all administrators shouldn’t be interested. 

We should not draw back because of the fears that 
we have dreamed up which are without foundation in 
realism. President Roosevelt once said, “Our nation has 
nothing to fear except fear itself.” Let's explore some 
of these fears hospitals have about group buying. Some 
have logic, others are imaginary. We should weigh 
carefully the present method of buying against group 
purchasing and then make a choice. 

Answer the following questions. They may help to 
formulate an opinion for you. 

Do you have: Perpetual inventory? Yes No 
Do you have: Periodic usage and cost 

studies? Yes No 
Do you have: Supplies purchased on bids? Yes No 
Do you have: Advantage of volume 

purchases? Yes No 
Do you have: Specifications? Yes No 
Do you have: A testing laboratory? Yes No 

If your answers are “YES” to all of these questions, 
then you can forget group purchasing. You are already 
in Utopia. If your answers are “NO”—group purchas- 
ing could mean more efficiency and a big savings to 
your hospital. & 
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Standardization In Hospital Purchasing 


by Casimir M. Nikel 


| Assistant Administrator 
_ Evangelical Deaconess Hospital 


' Cleveland, Ohio 


® STANDARDIZATION IS BECOMING in- 
_ creasingly imperative in_ hospital 
' purchasing." Whatever the various 
| motivations in other types of busi- 
ness enterprises, the hospital pur- 
| chaser is compelled to come to 
| terms with public pressures. He 
| must consider costs as one of the 
| essential elements of purchasing. 
' This is definitely related to pur- 
| chasing standards. The hospital 
' purchaser, as a member of a life- 
| saving team, must consider the effi- 
[ciency aspects of standardization 
'in purchasing as well as the ever 
' pressing cry for economy. In the 
| light of such dual pressures the 
| hospital purchaser may find him- 
_self confused and discouraged in 
' considering establishment of stand- 
ards and yet standardization in hos- 
pital purchasing is a must. 

| Standards in hospital functions 
'are not new. Early in the present 
century, standards were established 
for the professional as well as the 
'non-professional functions of the 
hospital, including purchasing.”* The 
"major dependence however, was 
‘placed on standards established out- 
‘side of the hospitals. Principally 
‘standards established by the Na- 
‘tional Bureau of Standards, The 
'Federal and State Health Depart- 
‘ments, and various trade associa- 
tions. 

- Following the “long presidency” 
period there was a renaissance of 
‘interest in standards, particularly 
‘in reference to purchasing stand- 
‘ards; there was a veritable rash, 
following World War II, of articles 
on this subject, whereas from 1910 
until 1942 there is only one article 
‘on record which referred to the 
subject of standardization in hos- 
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pital purchasing.‘ The severe look 
from the United States Justic De- 
partment, preceding the war, is 
known to have squelched at least 
one health-research project which 
involved standardization as a co- 
operative relationship between 
health agencies and manufacturers.” 
It became evident from this that if 
the full benefits of standardization 
in purchasing were to be made 
available to the hospitals, the ad- 
ministrators, the purchasers and 
the physicians would need to take 
a personal part in_ establishing 
standards within their own institu- 
tions. 


Growing Pressures 


In addition to the severe-look in- 
fluence, developing out of the “long 
presidency” period, new forces are 
impinging upon the hospital pur- 
chaser’s interest in standardization.’ 
Merchandising methods are creating 
problems. The trend toward pre- 
packaging frequently obviates con- 
venience by interfering with op- 
erating room techniques. High pres- 
sure selling of disposable items fre- 
quently clouds the issue of cost 
cutting by claiming to cut labor re- 
quirements. In reality, in numerous 
situations, it gives employees more 
loafing time rather than decreasing 
the labor force. Labor saved in one 
department cannot cross lines into 
another department because of 
strict legal regulations. In some in- 
stances, there is a refusal by some 
employees to do what is considered 
two jobs instead of one for which 
the employee was presumably em- 
ployed. 

Industrial and scientific changes 
likewise are posing severe problems 
in hospital purchasing. Former meat 
packing, petroleum refining, rubber 
processing and other types of non- 
professional venders are now enter- 


ing into the health field, with an 
array of vitamins, antibiotics, 
syringes, catheters, instruments, etc. 
When one considers the importance 
of highest quality standards req- 
uisite for the life saving procedures 
in a hospital operation, it becomes 
obvious the increasing problem one 
faces, when it comes to selecting a 
new supplier whose traditional ex- 
perience has been with much less 
rigorous requirements. 

Development of plastics, syn- 
thetics and inorganic derivatives in 
place of former organic substances 
is another area of confusion and a 
source of trouble for the hospital 
purchaser. The new products fre- 
quently, even if approved by re- 
liable standardization agencies, are 
strangers to the users in the indi- 
vidual hospitals, or systemically 
incompatible to the patient. In the 
midst of these rapidly moving cur- 
rents of merchandising changes, 
scientific and industrial develop- 
ments and social ramifications of the 
hospital, as well as legal implica- 
tions of the total community, the 
hospital purchaser is left to won- 
der what is the way out of this 
morass. 


Suggested Approaches 


One authority comments on the 
current situation regarding pur- 
chasing in hospitals, by saying 
“standardize in self-defense.’ Stand- 
ardization can be implemented by 
the hospital purchaser in several 
ways: 

1. Personal action: Each pur- 
chaser must, to a large measure, 
be self-reliant. His experience with 
hospital needs, procedures and tech- 
niques gives him a standard for 
measurement of new products. The 
existing standards of other indus- 
tries can be utilized by the hos- 
pital purchaser to evaluate vendors 
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who are newcomers in the health 
field. He may consult with pur- 
chasers in other hospitals, who may 
have previously acquired experi- 
ence with a specific product or spe- 
cific supplier, and utilize such in- 
formation as a guide for decision. 
However, the information from 
others frequently is incomplete, in- 
adequate or inappropriate. Assum- 
ing full responsibility, in regard to 
products which may be costly or 
result in serious malpractice liabili- 
ties is a responsibility which should 
be shared. 


2. Group action: This type of ac- 
tion can be of an external and an 
internal nature. 

a.) External group action is the 
result of participation in trade as- 
sociations. The hospital purchaser 
can go beyond the borrowing of 
standards established by others. In 
this area the hospital purchaser can 
promote standards by serving on 
committees of standards organiza- 
tions, and he can promote activity 
by urging the hospital purchasing 
groups to establish standards pro- 
grams. 





Is this the way YOUR HOSPITAL 


_ detects and treats CARDI Ac ARREST ? 


Cardiac Arrest is not something that occurs in 


other hospitals . . . It can happen-in your 
hospital, yet it can be detected and treated 
successfully. 

Illustrated is the method used by an ever- 
increasing num of hospitals to combat 
the dreaded occurance of Cardiac Arrest. 
Electrodyne, working in close cooperation 
with leading heart specialists, has developed 


a complete line of proven instruments for the 
preventive detection and automatic treatment 


of Cardiac Arrest. 


During Thoracic Surgery the same electrodes may 
be hooked to the extremities. Provision for direct 
stimulation of the heart available. 


Electrodyne PM-65 with (option- 
al) Electrocardioscope, for the 

nm and treatment of 
Cardiac Arrest. For detailed 
information on this and other 
Electrodyne equipment, write: 


gPECIALISTS ty, 


FLECTRODY NE 


s 
"Oia guecto™™ 


ELECTRODYNE CO., INC. 60 Endicott Street, Norwood, Mass. 


PM-65-VISUALLY AND © 
AUDIBLY SIGNALS ® — 
CARDIAC ARREST 








PM-65 STANDS BY IN 
RECOVERY ROOM OR WARD 





110 For more information, use yellow postcard inside back cover. 


b.) Internal group action is prin- 
cipally the result of a standards 
committee operating within the 
hospital."** The purchaser may in- 
itiate action toward organization of 
a standards committee within his 
hospital. It is very important, how- 
ever, that the chief administrator 
support such a program with the 
full weight of his authority. 

The standards committee mu:t 
consist of all interested and affected 
parties. To be sure it must not be- 
come unwieldy in size, however it 
should consist at least of the fol- 
lowing individuals: Chief adminis- 
trator or his assistant, chief of medi- 
cal staff or his competent repre 
sentative, nursing director, super- 
visor of surgery, chief pharmacist, 
chief dietitian, superintendent of 
plant and maintenance and the pur- 
chaser. The purchaser usually 
serves as chairman of this commit- 
tee. If for some reason he is not the 
chairman he is nevertheless in a 
position to act as a consultant and 
originator of action because of his 
first hand knowledge about the 
products used and about the sources 
of supply. 

Consideration of standards on the 
basis of internal conditions is in- 
complete at best. The hospital does 
not operate in a vacuum. It is a 
community institution. As such, it 
impinges upon the community and 
in turn the community exerts many 
influences upon the hospital. It is 
in the context of the hospital-com- 
munity relationship that the hos- 
pital purchaser becomes involved 
in the third type of standardization 
activity. 

3. Legal action: The federal, state 
and city statutory influence is a 
type of standard the hospital pur- 
chaser must eternally contend with. 


It is mostly a limiting standard, . 


nevertheless one which must be 
obeyed.* For example, if a piece of 
equipment is completely satisfactory 
for the performance of a therapeutic 
or diagnostic service, however it 
does not have the approval of 
the affecting government authority, 
its purchase is vitiated. If another 
supplier’s comparable equipment is 
legally approved, its purchase is 
dictated even though the cost is 
much higher. 

Conditions such as these are rea- 
son enough for the hospital pu:- 
chaser to turn to political activity. 
It is to the hospital’s and patien(’s 
advantage that the purchaser push-s 
for approval of new products by 
appropriate governmental autho:- 
ities. 

Some vendors are more eager for 
profits than for rendering safe aid 
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efficient service to the patient. Con- 
sequently such vendors, not infre- 
quently, attempt to merchandise 
goods which not only fail to fulfill 
the desired purpose, but might re- 
sult in injury to the patient. Here 
again the hospital purchaser can 
turn to legal action. He can report 
infractions of the law to proper en- 
forcement authorities. In situations 
where no legal requirements for 
quality standards exist, the hos- 
pital purchaser can work through 
proper government officials in an 
effort to establish necessary safe- 
guards by developing adequate 
standards and enacting laws for 
their enforcement. 


Resultant Benefits 


Efforts of the hospital purchaser 
as outlined in this paper, are not 
without rewards. The customary 
aim of standardization in purchas- 
ing, that is to “reduce cost of pro- 
duction and distribution”” is ap- 
plicable here also. Standardization 
eliminates duplication in purchas- 
ing. It also decreases confusion in 
communication between the using 
departments and the purchaser. De- 
sired quality is assured of goods 
purchased. Selection of merchan- 
dise, acceptable for usage by the 
hospital, is simplified for the pur- 
chaser. All of these improvements 
result in reduction of costs. Less 
time is consumed in the perform- 
ance of routine requisitioning, order 
placement and vendor selection 
which results in economies. Goods 
of best quality give maximum re- 
sults, and therefore reduce costs. 
For instance, drugs of correct po- 
tency can speed the recovery of 
a patient, whereas drugs of lessor 
potency might result in slower re- 
covery time, or require increased 
dosage and therefore result in high- 
er final cost. 

Standardization in hospital pur- 
chasing can also be used for group 
purchasing. This is not an uncom- 
mon. practice among hospitals. 
Group purchasing according to pre- 
determined standards can be done 
through a Council agency for sev- 
eral hospitals. By grouping orders, 
quantity discounts can be obtained 
which otherwise would be impossi- 
ble. Whereas one hospital purchas- 
ing laundry detergent would be 
limited to retail prices by ordering 
one ton of material, several hos- 
pitals can obtain carload lot prices 
by grouping their orders. Also by 
utilization of predetermined stand- 
ards, the Council can contract for 
quantity discounts, on an annual 
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amount of business given to a single 
vendor for a specific item of goods. 

Important as the goal of cost re- 
duction is, the hospital has another 
more important purpose. The pa- 
tient is the greatest value in the 
equation. His health is the dominant 
interest. The patient’s safety how- 
ever, is even more important. The 
age-old snide remark that “the op- 
eration was a success, but the pa- 
tient died” is no solace to the pa- 
tient’s survivors. Neither is it a 
situation that a physician relishes 
when he must face the family of 


the decedant. Every conscientious 
hospital purchaser knows this and 
he must stand by the side of the 
surgeon, the internist, the cardiolo- 
gist and an army of other specialists 
as a stalwart supporter of the bat- 
tle for life.” 

The success of the battle for life 
depends upon standardization in 
purchasing. If a resuscitator fails in 
the critical moments of a coronary 
attack, it is no excuse that “we 
didn’t know the company made such 


Please turn to page 121 








Here's Proof! 


Hospital-Approved 
PURAPHEN’ 


is the Most Effective 


Cleaner-Germicide You Can Use 
(Phenol Coefficient 10 FDA) 


a —OE—————EeES—t—t—™ 


Check List of PURAPHEN Proved Performance 





Germicidal & Fungicidal YES 


Effective Against Escherichia coli 
(urinary tract infections) 





Effective in any Degree of Water YES 
Hardness 


Effective Against Salmonella cholerae- 
suis (food-poisoning outbreaks) 





Effective Under any Soil Condition 


Effective Against Virulent Tubercle 
Bacilli (Tuberculosis infection) 





Effective Under Acid or Alkaline 
Conditions 


As a Fungicide, Effective Against Tri- 
chophyton interdigitale (‘‘Athlete’s 
Foot”’) 





Approved for use on Conductive 
Flooring 


Microsporum gypseum (“Ring Worm” 
of skin and scalp) 





Affected adversely by Organic Matter 
(Blood, Serum, Soap, etc.) 


Epidermophyton floccosum (‘‘Ath- 
lete's Foot”’) 





Effective Against Pyogenic and Enteric 
Bacteria 


Candida albican’s (foot, mouth and 
vaginal infections) 





Effective Against Salmonella typhosa 
(typhoid bacillus) 


Effective as a Bacterial Sporicide 
against spores of Bacillus subtilus 
and Clostridum tetani (tetanus 
bacillus) 





Effective Against Staphylococcus 
aureus (staph infections—abscesses, 
boils, pimples) 


Hospital Approved 





Effective Against Streptococcus 
fecalis (“‘strep” infections) 


Approved by American Hotel 
Association 





Effective Against Pseudomonas YES 
aeruginosa (Bacillus of green pus) 


Approved by Rubber Manufacturers’ 
Association 





Effective Against Proteus vulgaris YES 
(Ear and chronic infections) 











Complies with Asphalt Tile Institute 
Requirements 











Puraphen is advertised in Modern Hospital, Hospitals, 
Hospital Management and Hospital Progress magazines. 


Name 


MAIL THIS COUPON for complete PURAPHEN data and 
independent laboratory’s verifications. 





Address 





City 


Zone State 








PECK’S PRODUCTS CO. 


610 E. CLARENCE 
ST. LOUIS 15, MO. 


For more information, use yellow postcard inside back cover. 








Product News and Literature 





1201 — Tissue Processing Capsules 


@ THESE NEW disposable plastic 
capsules permit complete tissue 
processing with maximum savings 
in time and labor. It features an 
easy-to-open press lock cover, pro- 
tection against tissue loss and con- 
tamination and 1.5 mm grid open- 
ings on top and bottom for 50 per- 
cent greater fluid exchange. Space 
for positive identification has been 
provided on the etched surface on 
each capsule. No labels required. 
(Lab-Tek Plastics Co.) 


1202 — Hemoglobinometry 
Instrument 


@ A NEW INSTRUMENT which will 
provide exact, authoritative hemo- 
globin measurement, while the 
patient is still at hand. The 
miniaturized spectrophotometer is a 
precision-built, self contained 
system designed specifically for on- 
the-spot, direct scale reading of 
hemoglobin concentration in whole 
blood. The analysis takes approxi- 
mately 3 minutes and is extremely 
simple. The result is read directly 
from the instrument in grams of 
hemoglobin per 100 ml of sample. 
(Coleman Instruments, Inc.) 
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1203 — Ice Machine Cleaner 


™ THIS CLEANER is a_ crystalline 
soluble chemical, that will dissolve 
the mineral deposits and corrosion 
that forms in ice cubers and similar 
equipment. The cleaner is packaged 
in transparent plastic envelopes, 
each containing 4 ounces of the 
chemical enough for a single treat- 
ment. The contents of the package 
are poured into the make-up water 
sump and recirculated until the 
system is thoroughly cleaned of all 
deposits. (Stiles-Karlsonite Corp.) 


1204 — Bondage Scissors 


™ A NEWLY DESIGNED scissors that 
will easily cut through many more 
layers of bandage than ever before. 
In addition the improved design, 
hardening and tempering processes 
used in the manufacture of these 
scissors allow years of use without 
resharpening. The cutting power 
plus slimmer blades and newly de- 
signed tip permit its entry under 
the tightest bandages, without 
patient discomfort. It is also recom- 
mended for swift, smooth and pain- 
less cutting along splints. Now 
available in 5% inch length. (E. 
Miltenberg, Inc.) 


1205 — Treated Floor Cloth 


= This relatively new product, 
which is used for dry dusting floors 
when attached to a sweeping tool, 
now contains a fire retardant and a 
germicide. This cloth is non-woven 
and is inexpensive enough to be 
discarded after use. The cloth ab- 
sorbs and retains dust and dirt. It 
is impregnated with a special emul- 
sion for maximum pick-up. An il- 
lustrated brochure and free sample 
of the cloth are available. (Chicopee 
Mills, Inc.) 


1206 — Rust Inhibitor 


® THE INHIBITOR offers a new 
method of preventing the usual 
rust found on many instruments 
after autoclaving. It is sprayed on 
the wrapped package of instruments 


or on a towel, not directly cn 
instruments eliminating the ned 
for silicones or emulsions ard 
guaranteeing sterility. The inhibitor 
stops rust by atmospheric change, 
preventing the corrosive reaction of 
oxygen with metals. (Lorvic Corp.) 


1207 — Light Weight Cane 





™ THE CANE features a grip style 
handle, which is shaped to allow 
gripping by the thumb and index 
finger permitting the rest of the 
fingers to align themselves in a 
relaxed position. The cane’s shaft is 
of special aluminum alloy anodized 
black to give a lasting finish. The 
handle is also black with a decora- 
tive chrome ring on the shait. 
Standard length of 37 inches may be 
easily cut off for shorter lengths as 
desired. Tip of cane is light colored 
rubber and will not mark floors. 
(J-Line Products) 


1208 — Bath Towel 


= A new disposable, one time u 
cotton bath towel, at a price of 6 
cents each, which is below the co 
of laundering the traditional ba: 
towel. The towel is produced 
highly absorbent cotton bonded hy 
a new binder which overcomes th 
high cost of weaving and impar's 
great strength. Samples are avaii- 
able. (The Jordan Co.) 
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1209 — Beds With Electronic 
Switches 





® THE NEW ELECTRONIC bed is oper- 
ated by a control switch held in the 
hand. Electronic controls make it 
possible for the switches to operate 
on approximately a 4 volt, 25 milli- 
amp current. Buttons are plainly 
labeled for each motorized action 
and operate at a touch with either 
hand. Bed height can be easily 
raised up or down. Head and knee 
sections operate separately to give 
the patient a variety of spring 
positions. Two models available. All 
motorized functions can be cut off 
individually or completely at the 
foot end of bed. (Simmons Com- 
pany) 


1210 — Treatment Chair 





® A NEW HYDRAULIC chair desig- 
nated for use in eye, ear, nose and 
throat and out-patient departments. 
Featured is a factory-sealed foot- 
operated hydraulic lift whose single 
pedal raises and lowers the chair 
and locks its revolving action. Com- 
pact design provides space economy 
without sacrificing comfort o> 
stability. Chair is offered with or 
without patient’s footrest. (F. & F. 
Koenigkramer Co.) 
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1211 — Plastic Tumbler 


™ A TUMBLER, ideal for use in 
hospitals and institutions since it is 
unbreakable even when subjected 
to repeated washings in automatic 
dishwashers with water as hot as 
190 degrees. Made in 9 and 12- 
ounce sizes, comes in 7 colors. 
Tumbler has a colonial fluted pat- 
tern which makes it easy to grip. 
The flutes are far enough apart to 
permit easy washing. The tumbler 
is guaranteed for 1 year against 
breaking in general use. (Trump 
Plastics, Inc.) 


1212 — Self Contained Fire Alarm 


™ A  SELF-PRESSURIZED fire alarm 
with a patented, visual glass eye 
monitor which indicates liquid level. 
Requires no maintenance or dis- 
mounting of system for liquid level 
testing. It is approved by U/L for 
1,500 ft. of tubing in a single one- 
horn system for one or an unlimited 
number of areas. Can be easily 
hung from the ceiling. Contains no 
moving parts, batteries or wires. 
Sounds a blast of noise lasting for 
15 to 20 minutes that can be heard 
for 3%4 of a mile. Alarms are avail- 
able in fixed temperatures of 136 
degrees F and 174 degrees F. The 
alarm is 9% inches high by 3 inches 
in diameter. (Standard Fire Alarm 
& Signal, Inc.) 


1213 — Disposable Petri Dash 


= The new petri dish features 
clear top and bottom which permits 
greater accuracy in analysis, un- 
matched quality a tremendous cost 
savings. In quanity orders, dispos- 
able plastic petri dishes cost less 
than five cents each. (Lab-~Tek 
Plastics Co.) 


1214 — Kleen-Flush Dispenser 








™ A NEW DISPENSER for use in 
toilet tanks to dispense a new type 
of chemical that cleans, deodorizes 
and softens water going through 
the unit. It prevents rusting or cor- 
rosion of moving metal parts in the 
tank, keeps all outlets in the toilet 
itself open and free-flowing, dis- 
solves grease and waste matter 
letting the toilet operate efficiently. 
The unit holds 8 ounces of the con- 
centrate which is approximately a 
one month’s supply for average use. 
The unit works automatically with 
every flushing and may be installed 
without tools. (James Varley & 
Sons, Inc.) 


1215 — Shoe Tester for O.R. 





™ PLACED OUTSIDE operating rooms, 
plugged into ordinary AC light cir- 
cuit, the unit provides hospital per- 
sonnel with a sure means of testing 
shoe conductivity. A person steps 
onto the instrument’s two metal 
plates located close to the floor. If 
shoes are okay, a light on the unit 
shines, but if the combined resist- 
ance of both shoes and body is 
more than 1,000,000 ohms the light 
remains off. In that case the shoes 
must be cleaned and retested. The 
device is equipped with test but- 
tons to show that the unit is in 
working order and properly cali- 
brated. (National Cylinder Gas Di- 
vision) 
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1216 — Audiometer 


® AN AUDIO-ANALYZER, single chan- 
nel, 6-tube audiometer with rec- 
ord play-back unit and desk speak- 
er which permit operator to make 
13 major pure tone and speech tests. 
The audio-analyzer is designed for 
use in hospitals, schools, industry 
and hearing and speech centers. 
(Zenith Radio Corp.) 


1217 — Carbon Paper Products 


A NEW LINE of carbon paper prod- 
ucts including typewriter carbon, 
pencil carbon and carbon ribbons. 
For typing, only one weight is re- 
quired no matter how many copies 
are made, and it can be used on 
any typewriter. For hand writing it 
eliminates smudged, unreadable pa- 
pers, makes up to 8 good copies. 
Pencil carbon is available in blue 
or black. Carbon ribbons produce 


sharp, clear copy, excellent for off- 
set and copying equipment. Ribbons 
are extra long and will not break. 
Available in black and colors. Free 
samples available. (Standard Mani- 
fold Co.) 


1218 — Disposable Slippers 


™@ THESE SLIPPERS are designed for 
the full stay of a hospitalized pa- 
tient. They are of stretch construc- 
tion so that one size fits all sizes 
of feet. Made of 3 plies of heavy 
waterproof creped stock with 
bound, reinforced edges. Samples 
available. (Busse Hospital Prod- 
ucts) 
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1219 —.Oxygenator 


= NEW HELP for heart damage pa- 
tients revealed with introduction of 
an artificial lung which provides 
life-preserving artificial heart and 
lung action during heart operations. 
The new heart-lung machine arti- 
ficially circulates and oxygenates 
the patient’s blood during the op- 
eration. Blood is circulated by the 
machine through a system of clear 
plastic surgical tubing thereby 
permitting surgeons to immobilize 
the patient’s own heart and lungs 
during surgery. (B. F. Goodrich 
Chemical Co.) 


1220 — Weatherstripping 


® FLEXIBLE, long-lasting rubber 
weathership held in place by chan- 
nels extruded from tough, trans- 
parent tenite butyrate plastic offer 
a simple means of closing the chinks 
between double-acting tempered 
glass doors. Cut to necessary lengths 
with common hand tools, weather- 
strip units snap into place along the 
edges of doors. Easy to remove 
when cold weather ends, but may 
be left in place to aid in keeping 
dust out of air-conditioned areas. 
Available to fit % or % inch thick 
glass, and for single-acting as well 
as double-acting doors. (Abbott 
Glass Co., Inc.) 


1221 — Testing for O.R. Safety 


® A INSTRUMENT for testing the elec- 
trical resistance of personnel, floor- 
ing and equipment in hospital op- 
erating rooms. It is a portable unit 
which permits existing hospital to 
acquire it for use in the operating 
room, without costly installation 
bills. Elbow switch permits per- 
sonnel testing under aseptic con- 
ditions. Indicator scale is in color 
and is easily read. The complete 
unit comprises this electrically op- 


erated testing instrument, personnel 
test plates, testing electrodes for 
floor testing and equipment test 
plates for equipment testing and 
meets the safety requirements of 
NFPA. (Conductive Hospital Ac- 
cessories Corp.) 


1222 — Cold Vapor 


® A NEW HuMIDIFIER for relief of 
upper respiratory congestion. lt 
guarantees 100 percent humidity i: 
minutes; may be used with com- 
plete overbed canopy, as a crou); 
tent with a crib or as a room hu 
midifier; ice may be added for cool- 
ing; 16 hour capacity reservoir; dis- 
posable type filter prevents con- 
tamination, insures clean humidit; 
vapor; all stainless steel cabinet 
folds into compact storage size. The 
complete unit consists of stand can- 
opy rod, three hangers, and full! 
overbed canopy for the hospital bed 
or crib. (Continental Hospital In- 
dustries, Inc.) 


1223 — Cold and Heat Therapy 


™ THE NEW instrument is capable 
of producing temperatures ranging 
from 30 to 130 degrees F. It can be 
used in conjunction with massage, 
manipulation and other agents, and 
is adaptable to every part of the 
body. The unit weighs 100 pounds 
and is housed in a 33 by 21 inch 
cabinet. To obtain moist cold 
heat, a wet towel is placed betwe: 
the applicator and treatment area. 
For dry cold or heat, the sai 
procedure is used without t 
towel. The desired temperature - 
then dialed on the applicator. A)\ 
degree of warmth or cold can ' 
accurately established, even y 
maintained and time controlled 
with a temperature range of 1:0 
degrees, plus or minus 3 degre«s, 
at the applicators surface. (Med:o 
Electronics Co.) 
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All of the following material is available at no charge upon request. 


1224 — Recipe Book for Cooking With Steam 


@ A NEW 24-page booklet has been prepared by Vul- 
can-Hart Company on the use of steam jacketed 
kettles. This booklet contains helpful information on 
the cooking of vegetables, meats, desserts and so forth. 


1225 — Ready to Lay Flooring 


® THE MONROE COMPANY, Inc. has new literature de- 
scribing a new type of “ready-to-lay” flooring that is 
claimed to outwear concrete. It is suitable for indoor 
application over concrete, wood or metal, new or old. 
Available in ready-made sheets, 2 ft. by 3 ft. in a size 
for easy handling. 


1226 — Surgical Glove Processing 


@ A NEW BOOKLET entitled “How to Process and Care 
for Surgical Gloves” has just been published by Rotary 
Hospital Equipment Corp. With a suggested work flow 
layout of equipment shown. Ten basic steps in surgical 
glove processing are discussed in detail. The introduc- 
tion of mechanical washing, drying and powdering 
equipment into the surgical glove processing depart- 
ment is fully described with an annual cost analysis for 
100 to 300 bed hospitals included. 


1227 — Ultrasonic Cleaning Bulletin 


® A NEW BULLETIN on ultrasonic cleaning of laboratory 
equipment is now available from Branson Ultrasonic 
Corp. Of particular interest to hospital, medical and 
laboratory personnel, this bulletin describes the re- 
moval of carbon, iodine and dried blood from pathology 
and chemistry lab equipment. Two cleaning methods: 
are discussed for each contaminant. Results obtained 
with and without ultrasonic energy are compared and. 
illustrated. 


1228 — Oxygen Therapy Equipment 


® a CATALOG has just been published by the O.E.M. 
Corp. packed with information regarding their full line 
of oxygen therapy equipment. Featured in the catalog 
are five new oxygen tents developed by the company. 
Eight pages are given to detailed descriptions of these 
units that have given new impetus to the therapeutic 
use of the oxygen tent. 


1229 — Cases in Hospital Administration 


" THE scHooL of Public Health and Administrative 
Medicine of Columbia University has announced the 
publication of a 192-page book containing a discussion 
of the use of cases in graduate education for hospital 
administration, along with 23 of the cases developed 
at the School from 1955 to 1957. This is the first volume 
of its kind to become widely available in the field of 
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education for hospital administration, and it is felt that 
it will be of interest to practicing administrators as well 
as students and faculty in programs of hospital adminis- 
tration. 


1230 — Analytical Balances 


= A NEw 12-page catalog, offered by Burrell Corp. 
lists a complete line of Stanton analytical laboratory 
balances. Seven different balance types, including new 
thermo-recording and micro-chemical balances, are 
pictured and described in detail. Projection reading, 
improved weight-loading and ease of access to balance 
chamber are some of the features stressed. For dura- 
bility, synthetic sapphire planes are fitted to almost all 
of the balances listed. Complete ordering information 
includes all variations and options available as well as 
tables or replacement parts and availability of a 
complete maintenance service. 


1231 — Ultrasonic Cleaning Primer 


™ NATIONAL ULTRASONIC CORP. announces a free 12-page 
Primer for use as a guide by potential users of ultra- 
sonic cleaning equipment. The Primer is designed to 
provide a clearer understanding of what ultrasonic 
cleaning is, how it works, areas in which it can be em- 
ployed and various solvents and detergents available 
for use with this kind of equipment. 


1232 — Packaged Boilers 


™ A COMPLETE discussion of packaged firetube boilers, 
from construction features to final test and start-up 
service is highlighted in a new 12-page brochure by 
the Cleaver-Brooks Co. The bulletin covers package 
boiler through 600 horsepower for heating and process- 
ing, steam or hot water. It is an ideal study and 
permanent file material for engineers, architects and 
buildings. The brochure covers today’s high standards 
in modern boilers, discussions of current design trends, 
burner design, automatic operation, efficiency ratings 
and factory tests. 


1233 — Automation and Electronic Computers 


™ ROYAL MCBEE corP. has issued a brochure entitled 
“New Concepts in Practical Automation and Electronic 
Computers.” This brochure features the Automatic 
Keysort System for data processing in which original 
records are used to achieve automation without transfer 
of data to other unit cards or tape. The system provides 
for both mechanical marginal sorting to classifications 
and internal coding of quantities and amounts, which 
is effected as a by-product of establishing accounting 
controls. Inner coding later makes possible automatic 
tabulations of various classifications. 
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Save Money and 
Space With Paper Cans 


® IN NEARLY EVERY HOSPITAL across 
the country, the diagnosis is the 
same: the administrators’ problems 
are being greatly affected by the 
searcity and rising costs of labor. 


It’s reasonable, therefore, that any . 


item that enables a hospital to cut 
its kitchen labor or its cleaning and 
washup labor is worth study. A 
number of hospitals have found that 
a sturdy container, the round paper 
can, has many applications around 
the hospital—each of them enabling 
a decrease in hospital labor cost. 
Here’s how the round paper can is 
used. 


In The Kitchen 


Besides a shortage of help, china 
breakage, noise and the costs of 
washing dishes and pans, the hos- 
pital faces the possibility of food 
contamination through incomplete 
sterilization, and incurs special costs 
resulting from the operation of spe- 
cial diet kitchens. 

By increasing the quantities of 


food that is prepared, and by freez- 
ing and storing some of’ that pre- 
pared food for later use, some 
kitchen operations can be stream- 
lined. The round paper can is ideal 
for such frozen food storage. Vege- 
tables, prepared meats, fruits, des- 
serts—all of these can be prepared 
in bulk and quick-frozen for later 
use. Soups, too, as well as gravies, 
sauces and other items can be pre- 
pared in larger quantities, then 
frozen for later use. 

Washing dishes, pans and trays 
is a labor-consuming activity. In- 
stead of using big pots or flat trays 
to transport your food, these dis- 
posable cans can be used. Since pa- 


Holiday Slogans 


This New Year may be the best for 
you. Drive carefully and see it 
through. 


Let’s not go out with the old year. 
No mistletoe for reckless Joe. 


Peace on Earth but war on acci- 
dents. 


Stay alert for a whole New Year. 


per acts as an insulator, hot foods 
are kept hot, and cold foods stay 
cold. Once on the serving floor, 
these containers can be unlidded 
quickly and easily; the wide mouths 
allow easy portioning on each tray. 

One east coast government hos- 
pital sends nourishment juices to 
the floor kitchens in paper cans. 
Although they use thousands fox 
this purpose, they have found the 
one-way disposable cans more satis- 
factory than multi-use containers. 

Since it is necessary to keep 
foods separated and properly la- 
beled, yet completely sanitary, the 
inexpensive and quickly labeled pa- 
per cans are ideal for the diet kitch- 
en. Diet foods can be prepared in 
quantity in advance, and then 
stored; labeling is easy since you 
can write directly on the lid. That 
lid, when in place, seals out con- 
tamination. There is no possibility 
of labels coming off, or of being ac- 
cidently erased, so that there will 
be no mistaking the contents. 


How Much Will You Save? 


Unless you have made a recent 
analysis, chances are the cost of 





IMPERIAL, vases 


the ultimate in 


One-piece, heavy-angle 
frame. 


are Perfectly balanced for 
3 finger-tip control. 


Satiny stainless steel, 
reinforced at every point 
of stress. 


Carries 600 lbs. easily, 
silently on extra-heavy 
ball bearing wheels. 


Four basic models: Shelf sizes of 18 x 27 in. and 21 x 33 
in. in both two and three-shelf models. Also available 
with National Sanitation Foundation approved construc- 
tion — sanitary soldering of all exposed seams. 


Call your dealer or write for catalog 


LAKESIDE MG. INC. simscti. 





1974 S. Allis St. 





Hospital Savings start with Smart Buying! 


“Shopping Around’”’ 
in this, and every 
issue! 


... current authority 
for the hospital 
professional 


Why not enter a personal subscription to Hospital Manage- 
ment? $4.00 for a full year. Write: Hospital Management, 
105 W. Adams St., Chicago 3, Ill. 
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washing dishes and pans for hospital 
use are considerably more than you 
think.* 


In The Laboratory 


Both analytical and pathological 
laboratories have a need for a sin- 
gle-service container. If the cost of 
the container is low enough so that 
the savings possible through less 
washing and sterilization balance 
out the cost, then the saving of time 
is worthwhile. 

For laboratory specimens, for ex- 
ample, these disposable containers 
are ideal because they are sanitary, 
don’t leak, can be easily labeled, 
can be easily and positively identi- 
fied, are lightweight and unbreak- 
able. 

Sputum and other specimens can 
be taken to laboratories in paper 
cans which later are thrown into 
the incinerator to prevent contam- 
ination. 


In The Pharmacy 


The pharmacist can gain some 
time for himself by the use of these ‘ ie 
disposable cans for special prescrip- hate se a 
tions or for standard drugs which 
are stocked in the floor offices. This f d 
unbreakable can will eliminate the Put your best floor orwar eee 
possible loss of drugs which could 
occur when a glass bottle or jar is WITH THE 
broken. Since the drugs are much 


more costly than the bottle, that | ADVANCE SPEEDBOY DELUXE 


saving is worthwhile. 


ad 


No finer floor machine at any price. More power than you'll 
ever need for the toughest scrubbing, polishing 


As a thermometer holder, there is and carpet shampooing jobs. 
less danger of breakage, and there 


is no need for sterilization—throw Here’s the heavyweight champ among 
the container away after the patient floor machines. Repulsion-induction mo- 
has been discharged. tor gives high torque power with far less 
It is an ideal container for pa- amperage draw. Fully adjustable handle. 
tient’s personal belongings. Since Exclusive “Tip-Toe-Matic”’ control raises 
the patient’s name can be written on and lowers wheels at the touch of a toe. No chains, whining gears, slipping 
the can, it is a fine container in Greater weight per square inch of brush pete oe = = 
which to put jewelry and other val- area for better, faster results. Available Flo” drive. Power trammaisted by a 


J : : in brush sizes from 14” to 24”. toothed, neoprene Flex-O-Gear with 
uables for storage in the hospital embedded steel cables. Can't slip. 
safe. No metal-to-metal contact. 


- : aS Here’s the perfect companion 
After-hour snacks, which the oe for the Spesdhuy Debus the 


floor nurse must get from the floor Vv Advance super-powered Hydro- 
kitchen, can be well-handled with ae ————— wacgum. te is 
these cans for they can be portioned 2 \ ee ane ays a a 
in advance by the kitchen staff, 
then lidded and left in the refriger- 
ator for later serving and there are 
no dirty dishes for later washing. ee 
Because this container has sturdy For full details, call your local 
J 2 distributor or use the coupon. 
high sides, and a flat bottom, there No obligation, of course. 
is little chance of it being tipped 


e spilled b atients—even 
vs aa re 8 ADVANCE FLOOR MACHINE CO. 


126 Industrial Center 
Spring Park, Minnesota 


On The Floor 


ADVANCE FLOOR MACHINE CO. 
126 Industrial Center 
Spring Park, Minnesota 
Please send information on: 

(J Speedboy Deluxe Floor Machines 
Lease and Finance Plans Available ] Hydro-Jet Industrial Vacuums 
Name 


Address ms 
City State 








*Work sheets to enable you to compute 


costs of pan or dish washing are available Telephone JAckson 1-3615 
at no cost from the Paper Can Association. 
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quite worthless, others merited 
either immediate adoption or fur- 
ther investigation. Most impressive 
was the vast employee interest in- 
dicated by these suggestions. 

Now it was time for action. Every 
person who submitted a suggestion 
received a letter of thanks from the 
managing director. A total of 151 
of these thank you letters was dis- 
tributed. It was decided to period- 


ically make posters incorporating 
the suggestions offered on how to 
conserve supplies and equiment. 
The occupational therapy depart- 
ment was consulted on the possi- 
bility of patients making special 
three dimensional displays on this 
subject. 

It was further decided that a 
symbol of waste should be created 
and that this easily identified sym- 
bol should accompany all posters, 
pamphlets and house organ articles 
on conservation. An insidious spi- 
der-like creature was finally se- 
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Everest & Jennings chairs are built to 

withstand rugged service. They retain 

their gleaming finish and smooth per- 
formance year after year with little or no main- 
tenance cost. If you’re looking for wheel chair 
economy, buy Everest & Jennings. In the 

long run, they cost you less. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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lected as the symbol of waste. Our 
slogan: “Stamp out the waste bug.” 

A committee of nursing and ad- 
ministrative personnel was formed 
to follow-up all worthwhile sugges- 
tions received. As these suggestions 
were adopted, appropriate publicity 
in the house organ followed. 

As this program continues, the 
results seem encouraging. Perhaps 
the chief asset of this campaign has 
been the awakening of an interest in 
conservation among employees. If 
we are able to maintain this in- 
terest, we are hopeful that many 
more tangible benefits will accrue. 

The hospital management learned 
a great deal too. Partly because of 
employee turnover, a. campaign to 
conserve supplies can not be a “one 
shot” operation. While a continuous 
crusade would lack punch and in- 
terest, a planned periodic schedule 
of short, but intensive, public rela- 
tions programs is effective. 

In our latest campaign we re- 
ceived an excellent response to our 
plea for suggestions. Since there 
were no prizes offered, this re- 
sponse seemed to stem from a sin- 
cere desire among employees to 
help with this problem. With 
a good response to the first 
request for help, could we main- 
tain or even increase this interest 
by offering a financial incentive? 

We hope to find out soon, for we 
are presently organizing our own 
suggestion system. However, ap- 
plying what we have learned from 
this campaign, the emphasis in our 
suggestion program will be on a 
personal appeal for helpful ideas 
rather than on the financial rewards: 
to be gained by employees. 5 


Once when Clarence Darrow was 
a fledgling lawyer beginning his 
career, he was opposed in court by 
a veteran attorney, who during th« 
course of the trial repeatedly and 
insultingly referred to Darrow as 
that “beardless youth.” At length 
Darrow answered, “My opponen: 
seems to condemn me for not hav- 
ing a beard. Let me reply with = 
story. 

“A King of Spain once dispatched 
a youthful nobleman to the cour‘ 
of a neighboring king, who received 
the visitor with outraged com- 
plaints. ‘Does the King of Spain 
lack men that he sends me a beard- 
less boy?’ To which the ambassa- 
dor replied, ‘Sir, if my king hac 
supposed you imputed wisdom tc 
a beard, he would have sent you 2 
goat.’ ” 

Darrow won the case. 
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rating against an “ideal” or against all those working 
in the same kind of job. This is why supervised training 
in rating is necessary before beginning a rating pro- 
gram and all during its administration. 


Value of Merit Rating In The Hospital 


In his book Bailey’ points up the value of merit rat- 
ing and asks pointed questions on their application to 
the hospital. 

No one method of merit is to be recommended over 
another. If the system used is understood by super- 
visors and employees alike, and if it is used fairly and 
objectively it will help accomplish some of the purposes 
of merit rating. These include objectives of determin- 
ing more accurately which employees should receive 
pay increases, which should be given transfers or pro- 
motions, and which should be given preferred status. 
Ratings tend to remind supervisors that they should 
pay attention to the work of their employees, because 
the supervisors will be expected to rate them on their 
work. This, in turn, will tend to make them better su- 
pervisors. Merit ratings become more and more a ne- 
cessity in a large hospital, where the administrator finds 
it impossible to know all the people who make up the 
organization. Ratings are based on the premise that hu- 
man differences do exist and the ratings help determine 
where those differences are to be found, and in what 
manner, and how they can help the hospital organiza- 
tion realize the best abilities of the employee. & 


® THE SCHOOL OF NURSING at Provident Hospital, Chi- 
cago, Illinois has received full accreditation by the Na- 
tional League for Nursing. Accreditation by the league 
means that Provident’s school of nursing will now be on 
the official list of institutions offering fully accredited 
programs in nurse training. 


Mrs. Betty W. Gross, Provident’s Director of Nursing, 
shows the letter of accreditation to Mrs. John A. Hola- 
bird, Chairman of the Nursing School Committee, and 
Mr. Clyde Reynolds, Executive Director of the hospital. 
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shoddy equipment.” A good stand- 
ards program however, will not only 
assure reliable equipment, but it 
will include standby equipment. 
Then when the critical situation 
arises, all is in readiness and the 
battle is waged with relentless effi- 
ciency and safety, as well as at the 
maximum economy to the patient. 

From the foregoing discussion, it 
becomes evident that standardiza- 
tion in hospital purchasing is im- 
perative. Historically, hospital func- 
tions have undergone rigorous 
standardization. With changing po- 
litical, economic and scientific con- 
ditions the tempo of interest and 
activity; in standardization for hos- 
pital purchasing, has _ increased 
rapidly. 

In the light of latest developments 
it has become evident that stand- 
ardization activities of the hospital 
purchaser are varied and complex. 
He must act in behalf of standard- 
ization not only as an individual, 
but also as a member of a team, 
frequently a team forged by the 
purchaser himself. He must battle 
on many fronts. His fight for pur- 
chasing standards starts in his own 
office and extends throughout the 
entire hospital and eventually takes 
him into the community at large, 
principally in the government and 
law making centers of his commu- 
nity. 

The battle sometimes becomes 
toilsome and wearisome, the pur- 
chaser finds himself almost a be- 
leaguered battler. In fact, he must 
“standardize in self defense.” It is 
no fiction that standardization in 
hospital purchasing is a must. 
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Are You a Good Hospital 
Visitor? You Are If — 


1. You make short visits that 
do not tire the patient. 

2. Observe the rule that there 
should be no more than two 
visitors at the bedside of a patient 
at one time. 

3. Do not smoke in the patient’s 
room because it interferes with 
comfort and safety. 

4. Do not sit on the bed. 

5. Talk of pleasant things. 

6. Do nor give the patient food 
without the doctor or nurse’s 
permission. 

7. Talk and walk quietly. 

8. LEAVE the room when the pa- 
tient is receiving nursing care. 

9. Check with the receptionist 
on every visit to be sure the pa- 
tient is ready to receive you. 

10. Do not bring children under 

14 unless so directed. 

Visiting hours are extended for 
some time now and of course a few 
restrictions were brought to the at- 
tention of the public to assure the 
well-being of patients. The above 10 
points should serve the purpose. 
Complaints emanate from the pa- 
tients themselves. As paradoxical 
as it seems, a person visits a patient 
expressing his heart-felt wishes for 
a speedy recovery and then DE- 
LAYS his recovery by tiring the 
patient, surrounding him in a smoke 
screen, by sitting on his bed and 
causing discomfort and by depress- 
ing him with disturbing news. It 
would greatly help if the public 
would acquaint themselves with the 
schedule of visiting hours, and if 
there is a doubt concerning these 
regulations, call the Hospital before 
the visit. 

Reprinted from “Progress Record” 
the Waterbury Hospital. i 





The family’s favorite gift—Your 
presence. 

The gift for all ages—Safety. 

The gift that lives—Safety. 

Don’t spoil Christmas with “slay” 
rides. 











Series 
“H-99" 
soft rubber 
wheels, 

for heavy 
equipment. 


Casters aid 
room service 


Housekeeping is easier, floors are pro- 
tected, when service carts, linen trucks, 
laundry wagons roll on Bassick casters. 

Bassick casters travel smoothly and 
quietly, swivel easily, will not harm 
floors. There are sizes and types de- 
signed to give top performance and 
long service with low maintenance on 
every job. 

Look for Bassick casters on all new 
mobile equipment you buy. And you'll 
find, too, that it is often more economi- 
cal to put new Bassicks on your pres- 
ent equipment than to maintain old 
casters. The Bassick Company, Bridge- 
port 5, Conn. In Canada: Belleville, 
Ontario. 9.46R 
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WHO'S WHO 
Continued from page 54 


Maines, A. L.—director of adminis- 
tration at the Logansport State Hos- 
pital for the past four years, has 
been. appointed administrator of the 
Witham Memorial Hospital at Leb- 
anon, Indiana. 


Mays, WILLIAM V.—named associate 
administrator of Methodist Hospital 
of Dallas, Dallas, Texas. He is a 
graduate of Northwestern’s program 
in hospital administration. 


MiIcHAELS, Harotp G.—assistant pro- 
fessor, Graduate Program in Hos- 
pital Administration, Emory Uni- 
versity has resigned to become as- 
sistant to the director, University of 
Maryland Hospitals, Baltimore, 
Maryland. 


Mitton, JoHN—appointed associate 
director of Presbyterian-St. Luke’s 
Hospital, Chicago, Illinois. 


Morrison, Lt. Cot. MAN.ey G. See 
Hunt notice. 


Presit, Louis E.—appointed associ- 
ate director of St. Anthony’s Hos- 
pital in Rock Island, Illinois. He 
was formerly assistant administra- 
tor of St. Michael Hospital, Milwau- 
kee, Wisconsin. 


Ricu, Wmu1am M.—is retiring from 
his post as director of Lincoln Hos- 
pital, Durham, North Carolina. He 
has been with the hospital since 
1934. Frank W. Scort, assistant di- 
rector has been named to succeed 
him. 


Roan, ALEc—new administrator of 
Rabun County Memorial Hospital, 
Clayton, Georgia. 


Rossins, Lewis L., M.D.—appointed 
medical director of Hillside Hospital, 
Glen Oaks, New York. 


Scott, Frank W. See Ricu notice. 


SHaw, Expert, Jr.—administrator of 
the new Morgan Memorial Hospital, 
Madison, Georgia, which is due to 
open soon. 


Srmmek, FRANKLIN E. See CoLiins 
notice. 


Srncer, CaLtvin—appointed assistant 
director of Presbyterian-St. Luke’s 
Hospital, Chicago, Illinois. 


Sister M. DeCuantau, C.S.F.N.— 
appointed administrator of Bethania 
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Hospital, Wichita Falls, Texas. She 
is a graduate of Northwestern’s pro- 
gram in hospital administration. 


SisteR M. MicHAELEEN—appointed 
administrator of St. Joseph’s Hos- 
pital, South Bend, Indiana. She suc- 
ceeds Sister M. Nazarrra, who has 
been assigned to Our Savior’s Hos- 
pital, Jacksonville, Illinois as the as- 
sistant administrator. 


SisteR M. THEOPHANE, C.S.F.N.— 
has been appointed administrator of 
Mother Frances Hospital, Tyler, 
Texas. She was formerly night ad- 
ministrator at St. Mary of Nazareth 
Hospital, Chicago, Illinois. 


Sister Mary Xavier—is the new ad- 
ministrator of the St. Joseph Mercy 
Hospital, Pontiac, Michigan. She 
succeeds Sister Mary WILi1am, who 
will serve as administrator of St. 
Joseph Mercy Hospital in Clinton, 
Iowa. Sister Mary Xavier was for- 
merly with St. Joseph Mercy Hos- 
pital in Ann Arbor. 


SmitH, Donatp F. See Dumas no- 
tice. 


Troutt, DaLe E.—appointed admin- 
istrator of the Eastland Memorial 
Hospital, Eastland, Texas. 


Obituaries 


Dr. K. W. Chapman 


CuHapMAN, Dr. KENNETH W.—associ- 
ate director of the Clinical Center, 
National Institutes of Health, Be- 
thesda, Maryland. 


McNutty, Dr. F. P.—founder of the 
St. Joseph’s Hospital School for lav 
nurses in Peterborough, Ontario and 
superintendent of the hospital fe: 
more than 20 years. 


Starsuck, Grover C.—administrat«r 
of the Kings Daughters Hospital ‘1 
Staunton, Virginia for 28 years, b: - 
fore his retirement. 


Wricut, DeWirt—assistant superi:- 
tendent of Duke Hospital, Durhar, 
North Carolina and an_ associate 
professor of hospital administration 
at Duke University. 
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COLLINS 
Continued from page 41 


of social, spiritual, intellectual, and 
artistic pursuits. 

Stained Glass Color-Art has a 
therapy value of its own in its use 
of light and color that has stimu- 
lated the interest of mental patients 
in various hospitals. For the with- 
drawn and confused, this easy color 
craft provides an opportunity to 
color freely, yet be assured of re- 
sults that are pleasing. 

There has been an _ increasing 
amount of interest in this art form 
by general hospitals, veteran’s hos- 
pitals, and other institutions. Those 
who are interested in introducing 
this new craft to the patients in 
their hospitals will be glad to know 
that this art comes in book, sheet 
and kit form. There are religious 
and non-religious designs suitable 
the year around that appeal to wide 
age groups. 
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that is why the UAW is backing the 
development of the Community 
Health Association which, under 
medical leadership, will be experi- 
menting not only with broadened 
prepayment benefits, but also with 


NOW! COLSON QUALITY 
in a New Food Conveyor 
for Hotter... Tastier .. 








Slight effort moves a 
fully loaded unit easily 
on special Colson ball 
bearing casters. 
Swivel bearings are 
sealed to retain lubri- 
cation, protect floors, 
make maintenance 
easy. 








Stainless steel 
throughout—one- 
piece top deck. Live 
rubber bumper pre- 
vents injury, pro- 
tects walls. Crevice- 
free uni-deck ... ali 
wells with heat-re- 
taining covers. Meat 
well opens horizon- 
poet | doubles as 
shelf. 
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Recessed control 
panel with automa- 
tic thermostat. Full 
width push-easy 
handle for easy 
maneuverability. 


im 


Storage compart- 
ment. Single or dou- 
ble disappearing- 
type overhead 
doors. Refrigerator- 
type shelfs. Heat 
optional. 


Available in top-deck 
arrangements to 
suit every need. 


Hot plate type, fast- 
heating units at 


each well. Remov- 
able for speedy 
maintenance with- 
out special tools. 


Mealtime ...a big moment for patients...a big 
job for personnel. COLSON’S bulk food conveyor al- 
lows personnel to serve 25 to 85 patients in less 
time, with less work and effort. Satin-finished stain- 
less steel, rounded edges, crevice-free design cuts 
maintenance. Compact and complete to save steps 
—COLSON’S new unit lines up with stoves and sinks 
for easy loading—permits meal serving with a mini- 
mum of effort. Ruggedly built to last longest—and 
easily mobile on smooth-rolling COLSON casters. 
Choose COLSON for the finest and the fastest bulk 
food conveyors. 


medical care organization. In this 
new program it is contemplated that 
benefits will be comprehensive in 
scope, including preventive care and 
rehabilitation, and that the care will 
be provided by physicians in group 
practice. 

“We are not going to coerce peo- 
ple into joining this plan. Every in- 
dividual in every group will have 
free choice of plan, so that each 
family may elect to be a member 
of this plan or some other program, 
like Blue Cross-Blue Shield. For 


Utility drawer. 
Heated, it accom- 
modates full size 
meat pan or serves 
as bread warmer, or 
holds silver. 


NT 


over five years, this principle of 
free choice has been a feature of 
the UAW’s collective bargaining 
contracts with the auto industry. In 
California, Ford, Chrysler, and 
General Motors workers individ- 
ually choose between Blue Cross 
and Blue Shield on the one hand 
and the Kaiser Foundation Health 
Plan on the other. The Union firm- 
ly believes that its efforts in the 
provision of medical care must be 
to expand choice, not restrict it.” 

Under the proposed CHA pro- 
gram, selection will not be limited 
to a choice between plans. Those 
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COLSON SHELF TRUCK . . . for fast efficient tray 
delivery and removal. Available in sizes to suit 
any need. Easily does double-duty for other 
transporting jobs. Available in tubular or angle 
iron construction, stainless or galvanized steel. 





beta 2 ana 4 © 
\ io 
\ F Specification sheets and details 
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The Colson Corporation 


Write for free catalog, full 
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Needed—New TB Weapons 


Improved medical techniques have cut down the TB death rate. 
Needed: A way to prevent active tuberculosis from developing in 
the more than 40 million Americans who are infected. 


This space contributed to the 
National Tuberculosis Association 
and its affiliates by 


After TB develops, drugs can save many lives... but they don’t work 
for everybody. TB still kills more Americans than all other infectious 
diseases combined. Needed: Further study to improve usefulness of 
the drugs, to develop new drugs. 


You can help find the answers to these and other vital tuberculosis 
problems. Your Christmas Seal contributions help make morc 


research, possible, help find new weapons against TB. Answer your 
Christmas Seal letter today. 


Fight TB with Christmas Seals 
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who have chosen CHA member- 
ship will have an opportunity to se- 
lect between the various medical 
groups that will ultimately be avail- 
able to serve the membership. 
When a member has selected a 
group, he will then in turn have 
the opportunity of choosing a per- 
sonal physician. He will be free 
to change doctors, if he should so 
desire, or to transfer to another 
convenient CHA group. 

The CHA is committed to a pol- 
icy that medical matters will be 
controlled by physicians without 
lay interference. With the help of 
medical advisors, standards are be- 
ing formulated setting forth mini- 
mum requirements for physicians 
who may organize or join any par- 
ticipating group. Mechanisms will 
be established for the review of 
medical practice by competent ob- 
servers, with the concurrence of 
the groups involved, in order to 
insure the quality of care being pro- 
vided to CHA members. 

There is no fixed policy with re- 
spect to the type of medical group 
that will provide service. Nonprofit 
organizations engaging the services 
of physicians will no doubt consti- 
tute one of the patterns. Another 
will be the independent medical 
partnership that enters into agree- 
ment to provide care. In either case, 
payment will probably be on the 
basis of a negotiated capitation rate. 
It is possible that one or more di- 
rect-salaried groups may also be 
organized by the CHA. 

Whatever the form of medical 
group, the CHA is dedicated to the 
general principle of hospital-cen- 
tered medical group practice. It will 
make every effort to enter into ar- 
rangements that will involve all of 
the physicians of a particular group 
in a program of coordinated care, 
achieving the same benefits of group 
consultation and collaboration with- 
in a cooperating hospital as those 
anticipated within the group center. 
Anything less can hardly assure 
continuity of care. If any departure 
from this particular principle is re- 
quired in order to initiate services 
in the face of obstacles, the CHA is 
determined to find ways and means 
of implementing fully this principle 
of hospital-centered medicine as 
rapidly as conditions permit. 

From the outset, the CHA has 
hoped to develop a program that 
can demonstrate that a modern 
medical organization can coexist 
with the normal staff organization 
in any community general hospital. 
While it was known from the start 
that the medical community would 
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not be enthusiastic about the pro- 
posed program, it was felt that if 
hospital trustees and administrators 
were courageous enough to experi- 
ment with such a program, it would 
be possible to establish a pattern 
offering the kind of coverage that 
most people need and want at a 
price they can afford. 

Unfortunately, early explorations 
in Detroit by the CHA staff have 
revealed only limited opportunity 
for immediately bringing this prin- 
ciple of utilizing existing community 
hospitals into realization. Part of 
the difficulty can be attributed to 
the shortage of acceptable hospital 
beds in Detroit, causing the better 
hospitals to be nervous about taking 
on new or different commitments. 
Part of the difficulty may be at- 
tributed to the rather general op- 
position to a closed panel plan found 
among the medical profession. With 
prepaid group practice apparently 
viewed as an economic threat, it 
may not be surprising that hospital 
medical staffs are reluctant to facil- 
itate group organization among 
their colleagues, which, among other 
things, involves opening the staff to 
new physicians as a group develops. 

Although the road ahead is neither 
smooth nor fast, the CHA will per- 
severe in its aim to integrate the 
program with community institu- 
tions. At the same time, it sees logic 
in creating facilities to meet com- 
munity needs, to the extent that this 
may be required in opening up op- 
portunities to people desiring com- 
prehensive medical care. At least 
one new hospital is now being con- 
sidered for erection by the CHA to 
serve not only its future member- 
ship but also the general public in 
one of Detroit’s highest priority 
bed-need areas. Submissions made 
to the Greater Detroit Area Hos- 
pital Council by the CHA, seeking 
community support for this under- 
taking, have given assurance that if 
there can be such support, the CHA 
will develop a true community 
health center providing hospital 
privileges for solo practitioners as 
well as members of one or more 
medical groups that will serve CHA 
members. 


Manpower and Money 


More and more unions and con- 
sumer groups across the nation are 
recognizing the values of compre- 
hensive, high quality medical care 
and yet they find a lack of service 
organizations prepared to provide 
such care. With the demand that 
exists for new and improved pat- 





terns of care, why are developments 
so slow? 

Many of the minor obstacles to 
the development of group practice 
plans would be swept away as in- 
consequential if it were not for the 
universal stumbling blocks—man- 
power and money. The manpower 
problem is related to the fear of 
younger physicians of sanctions that 
may be imposed upon them by sen- 
ior medical practitioners who op- 
pose this form of medical practice. 
They have seen, for instance, how, 
in some of the communities where 
the United Mine Workers estab- 
lished hospitals, fine physicans doing 
an outstanding job of medical care 
have been isolated from the medical 
community by being refused mem- 
bership in county medical societies. 
(This, incidentally, is by no means 
true of all of the communities where 
UMW hospitals were established.) 

The opposition to group practice 
linked with prepayment, moreover, 
may deprive group physicians of the 
opportunity of practicing in a single 
community hospital as a group. Un- 
der these circumstances, they may 
scatter their group patients among 
various hospitals where they have 
privileges, with the obvious disad- 
vantages inherent in this approach, 
or they may look to the prepayment 
plan to provide new hospital facili- 
ties that will allow the practice of 
coordinated, hospital-centered med- 
ical service. 

The task of the prepayment plan 
in undertaking to create a new hos- 
pital facility has major dimensions. 
Even with the lower rate of bed 
utilization in this type of plan, it is 
necessary to provide slightly more 
than two beds per thousand indi- 
viduals to be served by the prepay- 
ment plan. To use a figure with a 
slight contingency margin, 2.4 beds 
per thousand at $27,500 per bed 
would call for an investment equal 
to $66 per capita exclusive of inter- 
est charges. 

As we have noted, neither man- 
power nor money problems have 
stemmed the growth of the group 
health movement. Several plans: 
have their own hospitals. The 
chances are that other hospitals will 
be built to serve prepayment groups 
until the movement is established as 
a recognized and logical means of 
meeting community health needs. 

Of course, the question may prop- 
erly be raised as to whether the 
over-all balance of community hos- 
pital facilities will be upset by the 
plans of comprehensive prepayment 
organizations to erect hospitals. 
There need be little concern along 
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responsibility 


Your responsibilities are our business. People who run hospitais 
have to be secure in the knowledge that their equipment 

and service are absolutely the best. Many hospitals, like 
Presbyterian-St. Luke’s in Chicago, insure dependability by 
relying on Liquid Carbonic. 


A General Dynamics liquid oxygen central supply system offers: 


¢ dependable, on-site supply to meet all emergencies 

¢ lower product costs through bulk purchasing 

e reduced labor and handling costs 

e safety assured in every patient’s room—cylinders eliminated 


¢ elimination of product loss (you use every foot you buy) 


Your hospital can also enjoy these benefits. 
Call Liquid Carbonic’s hospital piping engineers— 
they will furnish you with specifications for 
a central supply system tailored to your needs. 


GENERAL DYNAMICS CORPORATION 


Liquid Carbonic Division 


Dept. HM, 135 S. LaSalle Street 
Chicago 3, Illinois 
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2 Ste 2 Ai Liquid Carbonic Canadian Corporation, Ltd., 
%¢ pv ie Montreal 9, Quebec 


CORPORATION DIVISION 
Manufacturer of all medical gases 


Liquid Carbonic’s Liquidox receiver, 
Presbyterian-St. Luke’s Hospital. 
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these lines if community planning 
agencies such as metropolitan or re- 
gional hospital councils will work 
closely with the prepayment organ- 
izations in order that any projected 
new facilities may effectively sup- 
plement existing facilities. Wherever 
amicable working relationships of 
this kind can be developed, the 
community-oriented prepayment 
hospital facilities can strengthen the 
over-all hospital development plan. 

One may hope that the establish- 
ment of hospital facilities to serve 
comprehensive prepayment plans 
will prove to be a temporary expedi- 
ent rather than a long-term pattern. 
There is every reason to believe that 
resistance to prepaid group practice 
will weaken considerably as this 
type of care continues to demon- 
strate its potentialities. Barriers to 
collaboration in community hos- 
pitals will be breeched when it be- 
comes obvious that physicians serv- 
ing in these plans can practice first- 
rate medicine, with time for teaching 
and research and self-improvement, 
and when hospital trustees and ad- 
ministrators come to see the invalu- 
able contribution that can be made 
to the effective functioning of the 
hospital by staff members engaged 
in full-time, high standard group 
medical practice. 


Favorable Developments 


Happily, the kinds of direct serv- 
ice programs in which labor is 
keenly interested today have re- 
cently been recognized by the 
American Medical Association as 
here to stay and as one of the ac- 
ceptable ways of providing prepaid 
medical services. The long-term 
prospects of such programs have 
been substantially brightened by the 
June action of the House of Dele- 
gates in dealing with the Report of 
the Commission on Medical Care 
Plans. The resolution dealing with 
the “free choice of physician” issue 
is particularly significant in its re- 
lation to closed panel plans. A pro- 
gram affording choice of plan, choice 
of medical group and choice of 
physician within the group would 
appear to be in complete conformity 
with the revised formulation of “free 
choice.” Two of the statements ap- 
proved by the A.M.A. read as fol- 
lows: 

“Those who receive medical care 
benefits as a result of collective 
bargaining should have the widest 
possible choice from among medical 
care plans for the provision of such 
care.” 


“Each individual should be ac- 


corded the privilege to select and 
change his physician at will or to 
select his preferred system of med- 
ical care, and the American Medi- 
cal Association vigorously supports 
the right of the individual to choose 
between these alternatives.” 

The creation of medical groups or 
the enlargement of existing groups 
to serve in prepaid comprehensive 
care programs becomes considerab- 
ly less difficult with the Associa- 
tion’s formal pronouncement at the 
same time to the effect that “There 
is no generally held opinion declar- 
ing that participation in closed pan- 
el medical care plans would render 
a physician unethical.” 

Another significant recent event 
was the merger in May of the Group 
Health Federation of America and 
the American Labor Health Associ- 
ation to form the Group Health As- 
sociation of America. The GHAA 
combines within its ranks key rep- 
resentatives of labor, cooperative 
and community-based health plans 
and numbers most of the group 
health plans in the nation in its 
participating membership. Leader- 
ship in this field will be greatly 
strengthened by the merger and one 
may anticipate more vigorous activ- 
ity all along the line. First president 
of the new organization is Dr. Dean 
A. Clark, general director of the 
Massachusetts General Hospital. 

As evidence of things to come, one 
may cite the four-point legislative 
program adopted by the GHAA at 
its organizational meeting. Under 
this program the Association will 
support: (1) the principle of the 
Forand Bill—the use of the Social 
Security mechanism to pay for 
health care for the aged; (2) a bill 
introduced into the United States 
Senate to provide long-term, low- 
interest loans for the building and 
equipping of medical group centers 
and hospitals financed by group 
health plans; (3) an amendment to 
tax laws to give nonprofit health 
plans which operate facilities a tax 
classification to make them eligible 
to receive gifts which would be tax 
deductible for the donors; and (4) 
the principle of health insurance for 
federal civil employees, including 
the right of the employees to choose 
coverage by prepaid comprehensive 
group health plans. It may be noted 
that except for the tax amendment 
proposal, these legislative aims have 
been listed as high priority objec- 
tives by the AFL-CIO Executive 
Council, along with aid for profes- 
sional education, stepped up Hill- 
Burton grants, and greater support 
for medical research. 
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If it is accepted that history fore- 
tells the future, it is safe to assume 
that the progress made so far in the 
provision of better health care for 
the wage earner forecasts realiza- 
tion of the type of health care to- 
ward which labor is leading the na- 
tional community. The next few 
years are going to determine how 
the nation’s hospital structure will 
fit into this program. The pivotal 
question may well be: Are hospitals 
and their leaders oriented to the 
community and the community 
need? 

This question was laid frankly 
and openly on the line by Leonard 
Woodcock in his Tri-State Assem- 
bly address when he stated: 

“It is still very much an open 
question whether the community 
hospital will be able to rise to the 
occasion. It is an open question as 
to whether hospitals will continue 
to be intimidated by the corporate 
practice issue or, on the contrary, 
attempt to make the hospital live 
up to its proper dynamic function in 
medical care. 

“While there obviously are a 
great many problems to be worked 
out, hospital people who want to 
make their institutions true com- 
munity health centers are on the 
right track. The hospital is the best 
site for medical practice. It is the 
place where the quality of care is 
most susceptible to control and en- 
hancement.” 

This image of the future role of 
the hospital closely resembles the 
historic objectives that hospitals 
have set for themselves. It offers 
genuine promise of labor support for 
the hospital of tomorrow as a true 
community health center. Ey 
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Stop i Is your 
NURSERY 
SANITATION 





Save Nurse’s time—clean up to 1200 
botiles per hour with the 


HAMILTON BEACH G85 Washer 


Remove Milk Scum even from inner 
bottom crevices! 
Fits any sink—just plug in. Exclusive TURBO-FLO 


water action eliminates floating-film contamination. 
Handy TURN-TOP switch. Rust Proof, Heavy Duty 
construction throughout. Motor-driven quadruple 
Nylon brushes scrub every inch—approximately 1000 
scrubs per minute. Brushes also available for regular 
glassware. U.L. Approved. Thousands now in daily use. 
Only $115.00. 10 DAY TRIAL OFFER! Contact your regular 
supplier or send coupon for your free trial. 
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HAMILTON BEACH 


A Division of SCOVILL Mfg. Co., Racine, Wisconsin, Dept. G 


: Without obligation, please make arrangements 
i oan i Pl trial of a HAMILTON BEACH Glass Washer. 
Thank you. 
Name 
Hospital 
Address____ 
City State 


World's Largest Manufacturer of Fountain Appliances 














For more information, use yellow postcard inside back cover. 129 
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Classified Advertising 





Classified Advertisement Rates $1.00 per line, minimum charge $3.00. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line: upper and lower case 40 per line. Add two lines for 
box number. Deadline for January issue is November 30th. 





POSITIONS OPEN 


POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


ADMINISTRATORS: (a) Middle West. 50 
bed hospital in southern Illinois (HM-3496). 
(b) Middle West. 680 bed hospital. Require 
broad knowledge of all phases of hospital ad- 
ministration. (HM- 3329). (c) Southwest. 70 
bed hospital. Present administrator retiring 
after 10 years. They are going immediately 
into building a very beautiful 108 bed hos- 
ital. To $12,000. (HM-3514) (d) Assistant. 
outhwest. 122 bed hospital. (HM-3524). (e) 
East. 160 bed hos a Efauire + eed 3 hospital 
oa Near N.Y. City. 3425). (f) 
East. 60 bed hospital built is 1951—modern 
in all pete $8,000 minimum. (HM-3313). 
(g) Assistant. Must be R.N. 100 bed hospital 
near Philadelphia. Somme pe or exp. in 
administration. (HM-3510 


DIRECTOR OF NURSES: (a) Middle 
West. 225 bed teaching hospital. Expanding 
to 300. 250 employes in nursing dept. To 
$8500. (HM-3063). (b) California. New 130 
bed general hospital—partly still under con- 
struction. Excellent go tiers $6000 plus 

artment and meals. ( (c) Middle 
West. 105- bed hospital being remodeled—will 
be 163 beds. $7200 plus maintenance. (HM- 
3137). (d) South. Director of Nursing Admin- 
istration. Coordinate dept. of nursing educa- 
tion and nursing service. Have well qualified 
directors in each dept. Good salary plus a 
nice furnished apartment. (HM-3133.). (d) 
Director of werens Education. Complete 
charge of both professional and non-profes- 
sional. Moved into new 125 bed hospital in 
320) All latest facilities. $6000 up. (HM- 
3 ‘ 


DIETITIANS: (a) Chief. New 110 bed hos- 
— near Chicago. Will open about Decem- 
r 1, $6000 up. “CHM 3368). (b) Teaching in 
School of Nursing; 30 students. fey bed hos- 
pital. $4800 = (HM-3419). (c) Dietary 
Consultant for State Dept. of Health. 
vise 4 hospitals. $6500 
3387). (d) Assistant irector of Dietetics. 
Responsible for therapeutic, house diets, 
pantries, formula room. Also capable of taking 
“Trak 2968 oe when necessary. $7000 up. 


Su 
lus expenses. (HM 


NOTE: We can secure for you the position 
you want in the hospital field, in the locality 
you prefer. Write for an applicetion toda 

a postcard will do. ALL N GOTIATIONS 
STRICTLY CONFIDENTIAL. 


RETARDED 
CHILDREN 
CAN BE HELPED 


Interstate Medical Personnel Bureau 
333 Bulkley Puilding, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 60 bed hospital, Indi- 
ana. Expansion program. (b) 90 bed Ohio 
hospital. (c) 50 bed new hospital, Michigan. 
100 bed mid-western hospital. 

ASSISTANT ADMINISTRATOR: 400 bed 
hospital, large university city, west. (b) 200 
bed Sisters’ hospitals, mid-west; south. (c) 
185 bed hospital, New York State. 

CREDIT AND COLLECTION MANAGER: 
240 bed hospitals, Carolinas. (b) Small hos- 
pital, Florida, (c)_75 bed hospital, Pennsyl- 
vane. (d) Office Manager. 200 bed hospital, 


EXECUTIVE HOUSEKEEPER: 200 bed 
eastern hospital. (b) 500 bed hospital, mid- 
on (c) 175 bed hospitals. Michigan, Ind., 
io. 
DIRECTOR OF NURSING SERVICE: 160 
bed hospital, Pennsylvania. (b) 200 bed hos- 
pital, Ohio. 
DIRECTOR OF NURSING: Outstanding 
400 bed midwestern hospital. Salary $9,000. 
TECHNICIANS: Laboratory. $375. (b) X- 
ray; private clinic, Ohio. to 450. fc) Physio- 
therapists. (d) Medical Record Librarian. 


POSITIONS WANTED 
ADMINISTRATOR: M.B.A. Degree, Uni- 
versity of Chicago. Experience; Senior Ac- 
countant, large eastern firm. Controller, and 
Assistant Administrator, teaching institution. 
Any size hospital considered. 
ADMINISTRATOR: M.S. Degree, western 
university. 10 years experience, private insti- 
tution. 

BUSINESS MANAGER: Degree, Account- 
ing. 8 years comptroller, 300 bed hospital, 
east. 6 years Assistant Business Manager, 200 
bed southern hospital. Prefers Southeast. 
SUPERINTENDENT: R.N. M.B.A. Degree. 
10 years nurse executive, Ohio Hospital. 
PERSONNEL DIRECTOR: M.S. Degree. 
Public Health experience. Prefers central 
states. 

EXECUTIVE HOUSEKEEPER: 2 years 
experience. Training in Institutional Manage- 
ment. 

EXECUTIVE HOUSEKEEPER: 4 years 
Assistant Housekeeper, 800 bed hospital, 
Pennsylvania. 3 years Executive Housekeeper, 
400 bed eastern hospital. Well recommended. 





Medical & Hospital Personne! 
EMPLOYEES & EMPLOYERS! 


Visit Booth 42, AAAS “Ngee 
Chicago, Ul., Dec. 26-31 


Employees seeking relocation, employ- 
ers seeking personnel use our place- 
ment service. Confidential handling. 
Fees no problem. Resumes or position 
National specifications welcomed now. Dr. A. H. 
Scientific Hammond, Box 2707, Wash. 13, 
Personnel D.C. ME8-2567 
Bureau, Inc. 
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——— PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 
We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical spuaactone, Staff Nurses. If you 
are looking for a position, write us. 


OUR 63rd YEAR 
WOODWARD essex 
1X5 \.Wabash- Chicago, HL. 


Doundsrs of the counseling AvVurteer to 
the medical profession, soriing medicine 
with Listinction over half a centurv 


ADMINISTRATORS: (a) Med Adm; Cert’d 
Internist w/tchg abil & exper, intern-res 
prog; ge hsp; $21-25,000. (b) Pref FACHA; 
200 bad genl hsp: excl nurses trng & cancer 
prog; co- operative Board; $15,000; Texas. (c) 
Male or Female; 50 bd, JC AH ksp; $6,400, 
significant increases; West North Central. (d) 
Exper’d; 500 bd, fully apprvd hsp; lge city, 
SW. (e) 500 bd, fully apprvd genl hsp; rec’s 
ACHA; about $18,000; So. (f) 250 bd hs sp in 
planning stage; employing now $20,000 ; 
Calif. (g) Small vol. genl hsp; $10-12'000: 
East. (h) Asst Med Dir; exper & trng; 150 
bd hsp, expndg 100 bds; about $8,500, plus 
complete family mtce; E. (i) Asst; 200 bd, 
genl, vol, JCAH hsp, expndg to 400 bds; sal 
open; MW. (j) Asst; 100 bd, genl JCAH 
hsp, expndg to 275 bds; about $7,500; SW. 
(k) Asst; well-trnd & experd (7-10 yrs hosp 
adm) ; 300 bd, fully-apprvd vol genl hsp; ca- 
— commandg about $20,000 yr salary; 


ADMINISTRATIVE POSTS: (1) Assoc 
q’d; lge genl hsp organ, JCAH; 
$8000; Ill; 150 bds, Mich. (m) 
Teawuine Services Supervisor ; thorough 
knowledge, C & C; 290 bd, JCAH, genl hsp; 
40 hr wk; sal open; fringe benefits; West 
coast. (n) Bus Mer: strong adm qualities; 
supervise 45 employs; 400 bd, gen vol, fully- 
apprvd hsp; $7200; Ize city, MW. 
DIRECTOR OF NURSES: (oe) M.S. pref; 
to hd serv; hope to est schl soon; fully- 
apprvd, vol, genl hsp; 350 bds; min $6,000 ; 
coll city 75, 000, SE. (p) To hd serv, 150 bd, 
apprvd genl hsp, new bldg to be construc 
1960; to $7,000; lovely twp 25 1000 NE. 
EDUCATIONAL DIRECTOR (q) M.S. to 
hd accred schl; hsp units total’ 250 bds; 
$7500; SW resort city 
EXECUTIVE HOUSEKEEPER: (r) New 
geal hsp 150 bds to open early 1960; excl 
cil, complt aot serv; resid suburb 
lovely univ med So. (s) For 375 bd 
med schi affild Boy pn Ilge univ cntr excl 
location, NE. 
NURSE ANESTHETISTS: (t) Three staff; 
150 bd, vol, genl hsp; $8400; MW univ, indus 
city. (a) Full resp for bret serv, 50 bd genl 
hsp, active surg serv; $7200; MW agric twn 


PHARMACISTS: (v) Chief; duties incl tchg 
stud pract nurses & coll nursg prog; vol gen! 
hsp, 250 bds; $7200; SE. (w) Chief; newly 
opened, 200 bd, geni hap, gotentia! 400 bds 
univ med cntr, ige city, f 

POSITIONS WANTED 
PATHOLOGIST: Cert’d; past 4 yrs, Asst 
Path, 450 bd hsp; — So, Rw or SE; seeks 
Dir of Labs, Path, ; early 30’s. 
RADIOLOGIST: cand, Diag & Ther; 3 yr: 
Asst Rad, priv prac; seeks non- -teachg non 
govt hsp- dirshp, Rad; prefs North-east; lat« 


Ss 
ADMINISTRATOR: MHA, Ch Oj, 3 yrs 
——— dir; 2 deo" aim. 70 bd 

400 


calit AC 
st ae ADMINISTRATOR: 
univ of Minn; asst adm, 220 _bds, 
admin, smal hps, 2 yrs; nominee AC 
early 30's. 
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BUSINESS MANAGER 8's, kag ges 


TIVE ASSISTANT A. degree o: 

equivalent in Hospital _ experience necessary 

Capital yey ital (35 beds weg i 

consin. guernes all replies_ to: RS. 

TIMM, Sec. to Chairman, Board of Dires. 

tors, 3944 North 20th Street, Milwaukee 6, 
isconsin. 
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POSITIONS OPEN (Cont.} 


MISCELLANEOUS 








Growing, diversified food service 
company, largest in West, offers ex- 
ceptional opportunity to train for 
management positions in commercial 
cafeterias, hospitals, office buildings, 
in plant and schools in major West- 
ern cities. Five-day week, plus insur- 
ance, profit sharing, pension, bonuses. 
Location you prefer given prime con- 
sideration. Write, giving personal 
resume to: 


ft’ Mannings Inc. 


901 Battery Street 
San Francisco 11, Calif. 














DIRECTOR OF NURSING SERVICE: 
Present director retiring. Well organized de- 
partment of nursing, enjoys excellent rapport 
with other departments. J.C.H.A. approved 
hospital, 289 adult beds, modern plant and 
equipment. Located in picturesque Kanawha 
Valley. No School of Nursing at present. Pre- 
fer candidate with Master’s degree and some 
experience either as director or assistant. 
Progressive attitude on salary, 3 weeks paid 
vacation, sick leave accumulative to 30 full 
and 60 half days. Truly a desizahie. position. 
Write H-23, HOSPITAL MANAGEMENT 





DIETITIAN, ADA member, Therapeutic or 
Administrative, for 350 bed hospital in west- 
ern suburb 16 miles west of Chicago’s loop. 
Well equipped Dietary Department. Regular 
hours. 1 month’s vacation and other liberal 
benefits. Salary commensurate with ability. 
Apply: Miss M. L. Schoeneich, Chief Dietiti- 
an, MEMORIAL HOSPITAL, Elmhurst, Il. 





NURSE ANESTHETIST: For 143 bed gen- 
eral hospital in East Tennessee. Beginning 
salary $450.00 per month and full mainte- 
nance with increase to $500.00 per month with 
fringe benefits of nelidaye, sick leave, and 
vacation. Write Mr. W. W. Fanning, Adm., 
BRISTOL MEMORIAL HOSPITAL, Bris. 


tol, Tennessee. 





ADMINISTRATOR 60-bed general hospital 
Building Program in near future—salary com- 
mensurate with qualifications and experience. 
wane BOX H-25, HOSPITAL MANAGE- 





ASSISTANT DIRECTO NURSING 
SERVICE—300 bed JCAH accredited hos- 
pital including 34 bassinets; NLN_ fully ac- 
credited school, 100 students; affiliate stu- 
dents from Practical Nurse School. B.S. re- 
uired. Experience in In-Service Educational 
Proxrata desirable. WRITE BOX H-28, 
HOSPITAL MANAGEMENT. 





NURSE ANESTHETISTS: Immediate open- 
ing for Sixth anesthetist in 233 bed acute 
general hospital. $632 per month beginning 
salary, one month wares Pi fringe 
benefits. Write Garrett R. G ham, eo 
Administrator, SAGINAW GENERA HOS.- 
PITAL, 1447 North Harrison onion Sagi- 
naw, Michigan. 





BUSINESS MANAGER in charge of_Pur- 
chasing, Accounting and Supervision of Main- 
tenance for Geriatric Institution. 160 Patients. 
vie BOX H-26, HOSPITAL MANAGE- 
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MEDICAL RECORD LIBRARIAN, CRL 
available temporary or permanent. Wide ex- 
wane eae references. Prefer south. 

H-27, HOSPITAL MAN- 
AGEMENT. 
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BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Ege For lowest 
prices, write for free ory Be 
ARCHITECTURAL BR NZ & ALUMI- 
NUM Corp., 3638 W. Oakton St., Skokie, Ill. 





The Letter Perfect 
Secretary 


Arrives a few minutes early. 

Begins work without supervision. 

Cleans her typewriter daily. 

Dusts her own and her boss’s desks. 

Enters his private office only after 
knocking. 

Fills his desk pen, corrects his cal- 
endar pad. 

Goes through the mail, sorting out 
the most urgent. 

Handles routine letters without dic- 
tation. 

Is pleasant even to unwelcome 
callers. 

Joins pertinent files to incoming let- 
ters. 

Keeps her personal belongings out 
of sight. 

Locks petty cash and postage: en- 
trusted to her care. 

Makes sure the day’s dictation goes 
out on time. 

Never discusses her boss or his 
business. 

Outlines his schedule of appoint- 
ments. 

Pleasantly adjusts to changes in 
routine. 

Quickly responds to buzzer or tele- 
phone. 

Remembers to follow through on 
details. 

Studies her job, mastering unfamil- 
iar terms, callers, files. 

Thinks while she works, so that few 
errors slip by. 

Uses her spare time wisely instead 
of gossiping. 

Values an attractive appearance. 

Writes reminders of future impor- 
tant dates. 

X’s out her inevitable occasional 
misunderstandings. 

Yesses with enthusiasm if that rep- 
resents her true opinion. 

Zealously guards her reputation as 
a perfect secretary. 

—The Office Economist 


The typical American nowadays 
see a physician almost twice as 
often as did his counterpart 30 
years ago, according to Health In- 
formation Foundation—almost five 
visits per person a year today com- 
pared with only 2.6 in the 1928- 
1931 period. 
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Why not enter a personal subscription 
to Hospital Management? $4.00 for a 
full year. 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


Solve the animate problems in 
your hospital and many of those 
that are inanimate may disappear 
from the perpetual agenda of medi- 
cal care. 

e 


Mistakes of timing can be as fatal 
as mistakes in medication or sur- 
gery and the difficulty is com- 
pounded by the interposition of dis- 
tance. 

@ 











Publishers of HOSPITAL and MEDICAL RECORDS since 1907 








When DISASTER Strikes— 


Will Your 
Hospital 
Be 


Prepared 


With Our 
DISASTER 
TAGS 


For descriptive circular, write to Dept. 1586 








Physicians’ Record Company 


(Formerly at 161 W. Harrison St., Chicago, III.) 


3000 S. Ridgeland Avenue 


. Berwyn, Illinois 











132 For more information, use yellow postcard inside back cover. 


Automation by mechanical re- 
placements which are elaborate and 
tricky too often helps rather than 
encourages the patient and may, in 
fact, have the following limitations: 
(a) one may have to go to college 
to learn how to use them; (b) they 
many require the presences of a 
special nurse if accidents are to be 
avoided; and (c) they can only be 
used by patients who are not sick. 


Hospitals will never be prefab- 
ricated in civilian life—if you are 
thinking of its vitals rather than its 
beds. 


Functional programs are more ad- 
justable than structural (Thank 
God). 


If you can make a patient feel 
that the hospital exists for him 
alone you cannot do an injustice to 
any of his neighbors. 


If a nurse who is administratively 
qualified can run a hospital why 
can’t a physician similarly qualified 
run a good nursing department? If 
tradition would give its consent, and 
if qualified physicians would come 
forward under a promise of good 
conditions of service, we might see 
some new things happen in our 
scheme of nursing education and 
organization, particularly in large 
hospitals. 


The eternal imminence of change 
gives flexibility of hospital design a 
special urgency. 

& 

It is of the greatest importance 
that education keep pace with re- 
search in hospitals. 


Problems often persist in hos- 
pitals because human nature is not 
sufficiently agile, ready, able, or 
willing, to deal with them; and in 
some instances because it is not al- 
ways logical, generous, altruistic, or 
considerate. 

® 


Dealing with acute situations in 
hospitals we are apt to forget the 
discomfort, anxiety and unhappiness 
that go with such diagnoses as “ar- 
thritis’, “asthma”, “bronchitis”, 
poor vision, hardness of hearing, 
lameness, “headache”, “chronic dys- 
pepsia” and, above all, “mental” ill- 
ness. Yet if you cure these and 
others like them you cure many 
acute illnesses in the process. 
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Volume 88, July-December, 1959 


Abbreviations 
Jl—July 
Ag—August 
S—September 
O—October 
N—November 
D—December 


A 
ACCOUNTING 


Advantages and disadvantages of using 
a voucher register. T. L. Martin. S 14 

Comparing meal costs. T. L. Martin. S 
22 

Economy of credit. F. D. Lauran. O 64 

How to cut cost of printed forms. E. B. 
Hundley. JI 78 

Internal controls. T. L. Martin. JI 16 

Patient day as a basis for cost. T. L. 


Martin. Ag 14 

Obligation to maintain endowments. T. 
L. Martin. O 14 

Perquisites are a cost of service. T. L. 
Martin. JI 16 

Profession of accounting. J. L. Carey. 
Ag 22 

Recording a rent charge. T. L. Martin. 
S 14 


Taxable perquisites. T. L. Martin. D 14 
When is a dividend expendable income? 
T. L. Martin. N 14 
ACHA news and views. JI 68; Ag 66; S 64; 
O 59; N 60; D 58 
Adapting to obsolescence in the x-ray de- 
partment. T. Reinke. N 118 


ADMINISTRATION 


Chain of command. W. A. Kozma. Jl 6 

Cultivating the idea. H. W. Newbegin. 
S 26 

Diagnosing and building morale. W. E. 
Erickson. S 42; O 46 

Factors of production in hospital man- 
agement. H. Schoenfeld. O 39; N 52 

| ride the circuit. M. L. Hall. Ag 6 

Is there a place for women in hospital 
administration? F. E. Enss. Ag 44 

How important are personnel grievances. 
D. D. Brown. S 41 

How to stop employee dishonesty. N. 
Jaspan. S 44 

Mr. administrator — what's your “ar. 
R. L. Clegg. S 39 

Merit rating of hospital employes. J. H. 
Holmgren. D 49 

Obsolescent equipment. C. D. Burgy. Ag 
83 


Office equipment replacement. E. W. 
Fair. Ag. 128 

Protect your investment in resilient floor 
coverings. D. M. Roop. Ag 87 

Selecting department heads for the small 
hospital. H. H. Boyd. O 6 

She's ready for promotion when. E. W. 
Fair. D 93 

Suggestions for orienting the new trus- 
tee. C. U. Letourneau. S 46 

Training of hospital administrators in 
Great Britain. R. A. Mickelwright. JI 


5 
Union labor relations. H. Gollance and 
D. Hack. S$ 52 


Value of an organized personnel pro- 
gram. E. H. Heyd. S 49 
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Admissions, human side of. V. Spencer. D 51 

Air-conditioning systems in operating rooms. 
V. Fredette. Ag 93 

ALLEN, ALFRED K. Dollhouse helps cure 
aphasia patient. S 71 

ANDERSON, MARY HELEN. Program sug- 
gestions for a C.S. group. N 113; How 
to attend an institute. D 96 

Anesthesia problems, pediatric. W. A. 
Rothman, D 46 

Awarding of construction contracts. D. M. 
Roop. O 72 


BABCOCK, KENNETH B. Tissue committee 
of a hospital medical staff. O 41 

BENNETT, HARVEY, Value analysis. JI 113 

BERMAN, GRACE, House organs. Ag 34 

Beware of pharmaceutical garbage. D. F. 
Moravec. Ag 73 

BIGELIS, F. L. Modern aids to hospital 
cleaning problems. O 96 

Biography. See HM Salutes 

BLOCK, IRENE and F. R. Ellis and M. J. 
Lawrence. Improved requisition and re- 
port form for blood bank. S$ 106 

BLOETJES, MARY K. and R. Gottlieb. Froz- 
en factory-prepared menus. JI 96; Ag 
94; S$ 77 

Blood bank, improved requisition and re- 
port form. |. Block; F. R. Ellis and M. J. 
Lawrence. S 106 

Blood, the history of. T. R. Van Dellen. Ag 


40 

BLUESTONE, E. MICHAEL. JI 132; Ag 136; 
S 140; O 146; N 144; D 132 

Book Reviews. JI 32; Ag 32; O 34; N 28 

BOYD, H. H. Selecting department heads 
for the small hospitals. O 6 

BROADWAY, CHARLES B., E. P. Smith and 
H. H. Rimer. Follow-up of patients in 
cancer registries. Ag 48 

BROWN, DOUGLAS D. How important are 
personnel grievances? S 41 

BUERKI, ROBIN CARL. HM Salutes. D 16 

BURGY, CHARLES D. Obsolescent equip- 
ment. Ag 83 

BURRELL, B. S. Prepackaging a central serv- 
ice tool. Ag 80; S 104 

Buyer; supplier; the law. P. H. Wade, Jr. 
S 113 


Cc 


CAMPBELL, JAMES V. Do you have a tech- 
nical problem? N 48 

Cancer registries, follow-up of patients in. 
E. P. Smith, C. B. Broadway and H. H. 
Rimer. Ag 48 

CAREY, JOHN L. The profession of ac- 
counting. Ag 22 

CARLIN, HERBERT S. and H. L. Flack. 
Pharmacist's increased responsibility for 
purchasing under the formulary system. 
Jl 48 


CARLISLE, BENNY. Quality care. O 88; 
Group buying. D 106 

CARLTON, L. C. When the patient wants 
to make a will. Ag 39 


CENTRAL SERVICE 


How to attend an institute. M. H. 
Anderson. D 96 

It can be done successfully. W. O. Wiss- 
man. Jl 82 

Modern aids to hospital cleaning prob- 
lems. F. L. Bigelis. O 96 

Prepakaging a C.S. tool. B. S. Burrell. 
Ag 80; S 104 

Program suggestions for a C.S. group. 
M. H. Anderson. N 113 





Chain of command. W. A. Kozma. JI 6 

Christmas editorial, what do we offer Him? 
N. R. Swartwout. D 37 

Civilian hospitals in the Medicare program, 
the role of. Brig. Gen. Wergeland. J! 22 

Cleaning problems, modern aids to. F. L. 
Bigelis. O 96 

CLEGG, REED L. Mr. administrator — 
what's your “ar''? S 39 

COLLINS, JERI. Story of stained glass. 
D 40 

Competition winners. Ag 41 


CONSULTING WITH DOCTOR 
LETOURNEAU 


Anesthetic death. $ 18 

Anesthetist. Ag 16 

Attendance at medical meetings. N 18 
Autopsies. S 18 

Book on control of infections. JI 14 
Consent to operation. D 18 

Dead on arrival. N 18 

Disaster plan. N 18 

Emergency prescriptions. J] 14 
Emergency service. O 24 

Explosion hazard — recovery room. Ag 


Hospital discharges. O 24 
Hospital pharmacy. D 18 
Medical audit work sheet. S 18 
Medical record. O 24 
Medical record check-off. JI 14 
Medica! record examination. S 18 
Medical records education. N 18 
Microfilming of records. D 18 
Normal child. Ag 16 
Nosocomial infections. O 24 
Nurses’ notes. S 18 
Penicillin reactions. Ag 16 
Performance of an autopsy. O 24 
Pharmacy committees. Ag 16 
Physical examinations. O 24 
Poison emergencies. N 18 
Prescriptions. D 18 
Progress notes. N 18 
Provisional diagnosis. Ag 16 
Psychiatric library. Ag 16 
Records for research. JI 14 
Release of information. N 18 
Religious sects. O 24 
Routine chest X-ray. JI 14; D 18 
Serology. D 18 
Social service notes. D 18 
Time in labor room. J! 14 
Scrub nurse. S 18 
Telephone consultations. S 18 
Telephone orders. Ag 16 
Transfer of patients. JI 14 
Trustee visits. O 24 
Week-end passes. N 18 

Contracts, the awarding of construction. D. 
M. Roop. O 72 

Control of nosocomial infections. J. C. Mc- 
Lean. N 68 


COSTS 


A simple method of determining hypo- 
dermic injection costs. D. F. Moravec 
and C. R. Reinert. S 88; O 84 

Hidden injection costs. L. B. Crohn. Ag 


124 

How to cut cost of printed forms. E. B. 
Hundley. JI 78 

Obsolescent equipment. C. D. Burgy. 
Ag 83 

Office equipment replacement. E. W. 
Fair. Ag 128 


Protect your investment in resilient floor 
coverings. D. M. Roop. Ag 87 

Purchasing and rising costs. W. J. Viers. 
N 109 


133 











Revised hospital medication injection 
costs study, 1958. K. R. Nelson, Jr. 
JI 52 

The economy of credit. F. D. Lauran. O 


64 
Vacant hospital beds — a study of oc- 
cupancy. C. U. Letourneau and M. 
Ulveling. O 48; N 43; D 44 
CURRIE, G. A. and F. W. Hunnisett. An 
infection committee that works. J] 42 
CROHN, LEONARD. Hidden _ injection 
costs. Ag 124 : 
Cultivating the idea. H. W. Newbegin. S 
26 


D 


Department heads for the small hospital, 
selecting. H. H. Boyd. O 6 

Diagnosing and building morale. W. E. 
Erickson. S 42; O 46 

Disposable clothing, potential use of. O 
119 

Directing a volunteer program. S. Papier. 
D 42 

Dollhouse helps cure aphasia patient. A. K. 
Allen. S 71 

DORSEY, H. S. Care of electric equipment 
and facilities. N 40 

DOWNES, ELIZABETH and D. H. Zumsteg. 
Palatability in action. D 72 

Do you have ‘a technical problem? J. V. 
Campbell. N 48 


E 


Economy of credit. F. D. Lauran. O 64 

Electric equipment and facilities, care of. 
H. S. Dorsey. N 40 

ELLIS, FRANK R. and |. Block and M. J. 
Lawrence. Improved requisition and re- 
port form for blood bank. S$ 106 

Emblem of hospital engineering. D. M. 
Roop. N 88 

Emotional stress and healing. R. B. Reeves, 
Jr. D 38 

ENSS, FRIEDA E. Is there a place for wo- 
men in hospital administration? Ag 44 

ERICKSON, WILLARD E. Diagnosing and 
building morale. S$ 42; O 46 

Evacuation of cronically ill patients. R. W. 
Walker. JI 91 


F 


Factors of production in hospital manage- 
ment. H. Schoenfeld. O 39; N 52 

FAIR, ERNEST W. Office equipment re- 
placement. Ag 128; How to handle 
salesmen's calls profitably. O 104; She's 
ready for promotion when. D 93 

Falls — a principal patient incident. F. 
Grubel. N 37 

FELLMAN, NELSON JR. Stamp out the 
waste bug. D 104 

Fireproof decorations. G. Paul. D 48 

FLACK, HERBERT L. and H. S. Carlin. 
Pharmacist's increased responsibility for 
purchasing under the formulary system. 
Jl 48 

Floor coverings, protect your investment in. 
D. M. Roop. Ag 87 

Follow-up of patients in cancer registries. 
E. P. Smith, C. B. Broadway and H. H. 
Rimer. Ag 48 


FOOD AND DIETETICS 


Breakfast goes modern. O 75 

Chicken — an old favorite with a new 
look. N 78 

Frozen factory-prepared menus. R. 
Gottlieb and M. K. Bloetjes. JI 96; 
Ag 94; $77 

| ride the circuit. M. L. Hall. Ag 6 

Palatability in action. E. Downes and D. 
H. Zumsteg. D 72 

Formulary system, the pharmacist's  in- 
creased responsibility for purchasing 


134 


under the. H. S. Carlin and H. L. Flack. 


Jl 48 
FREDBITE, VICTORIEN. Air-conditioning 
systems in operating rooms. Ag 93 


G 


GOLLANCE, HARVEY and D. Hack. Union 
labor relations. S 52 

GOTTLIEB, REGINA and M. K. Bloetjes. 
Frozen factory-prepared menus. JI 96; 
Ag 94; $ 77 

Grievance procedures for hospitals. W. J. 
Sandler. D 26 

GRIFFITHS, ROBERT E. The hospital family 
in public relations. S 6 

Group buying. B. Carlisle. D 106 

GRUBEL, FREDERICK. Falls — a principal 
patient incident. N 37 


H 


HACK, DORIS and H. Gollance. Union 
labor relations. S$ 52 
HALL, MARGARET L. | ride the circuit. 


Ag 6 
HASSAN, WILLIAM E. Pharmaceutical de- 
tailman—liability or asset. J! 40 


HAYT, EMANUEL 


Admission of Physician held proof of 
negligence. O 32 

Evidence of doctor's malpractice caus- 
ing volkmann's contracture jury ques- 
tion. O 32 

Expert testimony necessary to hold hos- 
pital liable for malpractice of resi- 
dent anesthetist. O 32 

Fall down stairs caused by proximity of 
doorway to stairs. Ag 30 

Affirms immunity of charitable hospitals 
from liability for negligence of physi- 
cians. Ag 30 

Injury to patient during gall bladder re- 
moval held to be negligence justify- 
ing res ipsa loquitur application. $ 
32 


Mental patient should have had close 
supervision to prevent suicide. N 30 
Minor children could not sue for injury 
to mother. Ag 30 
Narcotic addict committed cannot re- 
cover damages. Ag 30 
Not liable for hospital visitor's fall on 
slippery floor. S 32 
Public hospitals in Georgia liable for 
injury to paying patients limited to 
income from paying patients. N 30 
Res ipsa loquitur applies if occurrence 
ordinarily bespeaks negligence. N 30 
Veteran's death resulting from leap not 
proved fault of hospital. $ 32 
Health care developments, labor's influence 
on. F. D. Mott and R. Hudenburg. O 
42; N 39; D 52 
HEYD, E. H. Value of an organized person- 
nel program. S 49 
Hidden injection costs. L. Crohn. Ag 124 
High holy days. Rabbi |. M. Melamed. O 
26 


History of blood. T. R. Van Dellen. Ag 40 

HITE, JOHN. Round-up of a two day pur- 
chasing institute. S 122 

HM Salutes. Frank Tripp. JI 24; Max Thorek. 
Ag 24; Ray Kneifl. S 23; Florence Mc- 
Quillen. O 18; Robert Wood Johnson; 
N 16; Robin Carl Buerki. D 16 

HOLLAND, S. E. Is group purchasing prac- 
tical. N 110 

HOLMGREN, JOHN H. Merit rating of 
hospital employees. D 49 

Hospital management awards breakfast. O 


Hospital family in public relations, the. R. 
E. Griffiths. $ 6 
Hospital planning council for metropolitan 





Chicago, inc. K. S. Klicka. N 22 
Hospital sanitation. C. U. Letourneau. JI 
46; Ag 51 


HOUSEKEEPING 


Air-conditioning systems in operating 
rooms. V. Fredette. Ag 93 
Control of nosocomial infections. J. C. 
McLean. N 68 
Modern aids to hospital cleaning prob- 
lems. O 96 
Protect your investment in resilient floor 
coverings. D. M. Roop. Ag 87 
Safety in the housekeeping department. 
E. Morgan. O 70 
House organs. G. Berman. Ag 34 
How important are personnel grievances? 
D. D. Brown. S 41 
How to attend an institute. M. H. Ander- 
son. D 96 
How to handle salesmen's calls profitably. 
E. Fair. O i104 
How to stop employee dishonesty. N. Jas- 


pan. S 44 

HOW'S BUSINESS. JI 8; Ag 8; S 8; O 8; 
N 8; D8 

HUDENBURG, ROY and F. D. Mott. La- 


bor's influence on health care develop- 
ments. O 42; N 39; D 52 

HUESTON, RALPH M. Progressive patient 
care. S 101 

HUGO, H. J. Special problems of hospital- 
ization in Transvaal, South Africa. O 45 

Human side of admissions. V. Spencer. D 51 

Human side of the laboratories. O 102 

HUNDLEY, E. B. How to cut cost of printed 
forms. JI 78 

HUNNISETT, F. W. and G. A. Currie. An 
infection committee that works. JI 42 

HYDEN, JOHN P. Job study and specifica- 
tion. JI 120 


I 
Idea, cultivating the. H. W. Newbegin. S 
26 


Improved requisition and report form for 
blood bank. |. Block; F. R. Ellis and M. 
J. Lawrence. S 106 


INFECTIONS 


Air-conditioning systems in operating 
rooms. V. Fredette. Ag 93 
An infection committee that works. 6. 
A. Currie and F. W. Hunnisett. JI 42 
Hospital sanitation. C. U. Letourneau. 
JI 46; Ag 51 
Staphylococcal infections in infants and 
mothers. W. M. Whitaker. JI 84; Ag 
76 
The control of nosocomial infections. J. 
C. McLean. N 68 
Injection costs, a simple method of deter 
mining hypodermic. D. F. Moravec and 
C. R. Reinert. S 88; O 84 
Injection costs, hidden. L. B. Crohn. Ag 124 
Integrated patient service system. D. M. 
Roop. S 67 
| tide the circuit. M. L. Hall. Ag 6 
ls group purchasing practical? S. E. Hol- 
land. N 110 
It can be done successfully. Wm. O. Wiss 
man. JI 82 


J 

JAEGER, CARL G. Textiles. J] 122 

JASPAN, NORMAN. How to stop em- 
ployee dishonesty. S 44 

Job study and specification. J. P. Hyden. 
JI 120 

JOHNSON, ROBERT WOOD. HM salutes. 
N 


16 
JORDAN, THOMAS D. Law affecting medi- 
cal records. D 24 


HOSPITAL MANAGEMENT 


ger Fe 


LA 


LE 


LE 


LC 


Mé/ 


MA 


DEC 








for 


em- 
yden. 
lutes. 


nedi- 


ENT 





K 


KLICKA, KARL S. Hospital planning coun- 
cil for metropolitan Chicago, inc. N 22 

KNEIFL, RAY. HM salutes. S 23 

KOZMA, WILLIAM A. Chain of command. 
JI6 


LABOR 


Grievance procedures for hospitals. W 
J. Sandler. D 26 
How important are personnel griev- 
ances? D. D. Brown. S 41 
Labor's influence on health care de- 
velopments.. F. D. Mott and R. 
Hudenburg. O 42; N 39; D 52 
Union labor relations. H. Gollance and 
D. Hack. S$ 52 
Laboratories, the human side of. O 102 
LAURAN, FRANK D. The economy of 
credit. O 64 


LAW. See also HAYT. 


Awarding of construction contracts. D. 


M. Roop. O 72 
Buyer; supplier; the law. P. H. Wade, 
Jr S 


Grievance procedures for hospitals. W 
J. Saadler. D 26 
Law affecting medical records. T. D. 
Jordan. D 24 
Physiotherapists and the law in Great 
Britain. D. C. Norris. JI 30 
The patient wants to make a will. L. C. 
Carlton. Ag 39 
LAWRENCE, MARVIN J. and |. Block and 
F. R. Ellis. Improved requisition and re- 
quest form for blood bank. $ 106 
LETOURNEAU, CHARLES U. Hospital sani- 
tation. JI 46; Ag 51; Suggestions for 
orienting the new trustee. S 46 
LETOURNEAU, CHARLES U. and M. UI- 
veling. Vacant hospital beds — a study 
of occupancy. O 48; N 43; D 44 
LOFREN, FREDERICK V. and K. E. Tiemann. 
Pharmaceutical procedures. N 86; D 84 


M 


MACLEAN, G. E. Water treatment funda- 
mentals. N 50; D 62 


MAINTENANCE 


Air-conditioning systems in operating 
rooms. V. Fredette. Ag 93 

An emblem of hospital engineering. D. 
M. Roop. N 88 

An integrated patient service system. D. 
M. Roop. S 67 

A paint that holds back fire. N 122 

Awarding of construction contracts. D. 
M. Roop. O 72 

Care of electric equipment and facili- 
ties. H. S. Dorsey. N 40 

Do you have a technical problem? J. V. 
Campbell. N 48 

Emergency evacuation of chronically ill 
patients. R. W. Walker. JI 91 

Falls — a principal patient incident. F. 
Grubel. N 37 

Obsolescent equipment. C. D. Burgy. Ag 
83 


Office equipment replacement. E. W. 
Fair. Ag 128 

Protect your investment in: resilient floor 
coverings. D. M. Roop. Ag 87 

Quiet for sale. P. Washburn. N 46 

Two package boilers. J. H. Moss and J. 
E. Strawbridge. N 75 

Water treatment fundamentals. G. E. 
MacLean, N 50; D 62 

MANNINO, ALFRED A. The power of in- 
ventory. JI 106 


DECEMBER, 1959 


MANSFIELD, EDGAR O. The art of pa- 
tient care. Ag 37 ; 

MARTIN, T. LEROY. Perquisites are a cost 
of service. Internal controls. J! 16; The 
patient day as a basis for cost. Ag 14; 
Advantages and disadvantages of using 
a voucher register. Recording a rent 
charge. S 14; Comparing meal costs. S 
22; Obligation to maintain endowments. 
O 14; When is a dividend expendable 
income. N 14; Taxable perquisites. D 14 

MCLEAN, JAMES C. The control of 
nosocomial infections. N 68 

MCQUILLEN, FLORENCE. HM salutes. O 
18 


MEDICAL RECORDS. A. C. HAYDEN. 


Accident cases. N 32 

An x-ray index. N 32 

Compilation of hospital statistics. O 36 

Discontinuance of cross-indexing. O 36 

Duties of a record committee. S 34 

Equipment needed. S 34 

Figuring a budget. Ag 59 

Functions of a medical record depart- 
ment. Ag 59 

Inadequate space. O 36 

Indexing admission diagnoses. S 34 

Medical staff meetings. N 32 

Outpatient medical record. N 32 

Policy manuals and procedure books. S 


Prenatal records. O 36 
Privileged information. N 32 
Rules for preparing graphs. N 32 
Summary sheets. O 36 
Supervisors. S 34 
Type of form. O 36 
Medical records, law affecting. T. D. Jor- 
dan. D 2 
Medicare program, the role of civilian hos- 
pitals. Brig. Gen. Wergeland. J! 22 
Medication injection costs study, 1958, re- 
vised. K. R. Nelson, Jr. JI 52 
MELAMED, RABBI IRVIN M. The high holy 
days. O 26 


“MENUS. * 102; Ag 100; S 82; O 78; N 
D8 


82; 

Merit ai of hospital employees. J. H. 
Holmgren. D 49 

Method of determining hypodermic injec- 
tion costs, a simple. D. F. Moravec and 
C. R. Reinert. S 88; O 84 

MICKELWRIGHT, R. A. Training of hospi- 
tal administrators in Great Britain. J! 
5 

Modern aids to hospital cleaning problems. 
F. L. Bigelis. O 96 

MORAVEC, DANIEL F. Beware of pharma- 
ceutical garbage. Ag 73 

MORAVEC, DANIEL F and C. R. Reinert. 
A simple method of determining hypo- 
dermic injection costs. S 88; O 84 

Mr. administrator — what's your ‘ar’? R. 
L. Clegg. $ 39 

MORGAN, EMMA. Safety in the house- 
keeping department. O 70 

MOSS, JAMES H. and J. E. Strawbridge. 
Two package boilers. N 75 

MOTT, FREDERICK and R. Hudenburg. 
Labor's influence on health care devel- 
opments. O 42; N 39; D 52 


N 


NAPHA newsletter. J! 113; Ag 107; S 121; 
O 127; N 109; D 105 

NELSON, KENNETH R. Hospital pharmacy 
of the future. JI 39 

NELSON, KENNETH R., Jr. Revised hospi- 
tal medication injection costs study, 
1958. JI 52 

NEWBEGIN, HENRY W. Cultivating the 
idea. S 26 

NICKEL, CASMIR M. Standardization in 
hospital purchasing. D 109 


NORRIS, DONALD C. Physiotherapists and 
the law in Great Britain. JI 30 

Nosocomial infections, the control of.. J. C. 
McLean. N 68 


NURSING 


Beware of pharmaceutical garbage. D. 
F. Morave. Ag 73 

Revised hospital medication injection 
costs study, 1958. K. R. Nelson, Jr. 
JI 52 

Progressive patient care. R. M. Hueston. 
S 101 


Quality care. B. Carlisle. O 88 

She's ready for promotion when. E. W. 
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salicylate therapy 
is warranted 








BUFFERIN 


brings fast relief and avoids upset stomach 





1000 TABLETS 


: ’ : LFOR HOSPITAL USE 
@ reduces patients’ complaints 


@ saves time for nurses and aides 
@ improves hospital efficiency and economy 
® offers exclusive hospital size Bufferin 1000's 





Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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pain... 
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QUALITY / RESEARCH / INTEGRITY 


NEW DARVO -TRAN' relieves pain more effectively than 


the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain-anxiety spiral. 
Darvo-Tran adds the tranquilizing effects of Ultran® to the established analgesic advan- 
tages of Darvon® and A.S.A.®. Clinical and pharmacologic studies have shown that when 
pain is accompanied by anxiety, the addition of Ultran enhances and prolongs the analgesic 
effects of Darvon. 


Each Pulvule® Darvo-Tran provides: 


Darvon 
A.S.A. . 
Ultran . 


Darvo-Tran does not require a narcotic prescription. 


32 mg. 
. 325 mg. 
. 150 mg. } TO RELIEVE ANXIETY 


; TO RAISE PAIN THRESHOLD 


ELI LILLY AND COMPANY « 


For more information, use yellow postcard inside back cover. 


INDIANAPOLIS 6, 


Usual dosage: 


1 or 2 Pulvules three or four times daily. 

Darvo-Tran™ (dextro propoxyphene and acetylsali- 
cylic acid with phenaglycodol, Lilly) 

Ultran® (phenaglycodol, Lilly) 

Darvon® (dextro propoxyphene hydrochloride, Lilly) 

A.S.A.® (acetylsalicylic acid, Lilly) 


INDIANA, 
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VISUAL nurse call system 


of corridor domelights 





He's expected 
shortly, 
Mrs. Jones 





Executone’s DEPENDABLE Audio-Visual 
Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 

system, Executone frequently uses existing conduits or Just off the press! 
raceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption “Better 
of service during installation! 


, ; Patient Care” 
Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. How Executone communica- 
More patients are handled with less effort, in less time! tions help ae Seer 
ae ae A, ene mic ° patient care and make maxi- 
One hospital reports that Executone has reduced operating cia ab ak adie lees a Litas | worn eee 
costs 8% per bed. /¢ is an invaluable aid in relieving the skills. Includes a summary of 
nurse shortage. time and motion Studies of 
8 Executone Audio-Visual Nurse : 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 
are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 
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EXECUTONE, INC., Dept. G-5, 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send me a complimentary copy of ‘Better 


Patient Care.”’ 
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HOSPITAL COMMUNICATION SYSTEMS In Canada: 331 Bartlett Avenue, Toronto 
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High bacterial level on 
skin of person with no 
previous exposure to 
hexachlorophene wash- 
ing, or whose exposure 
has lapsed for 24 hours 
or more. 


Tincture 
SEPTISOL 


1st Exposure— 

3 Minute Scrub— 
No brush. Imme- 
diate reduction of 
all bacteria to low 
level up to 95%. 


provides quick 
effective skin 
degerming that 
lasts indefinitely 
without fear 

of skin 
irritation 
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4963 Manchester Ave., St. Louis 10, Mo. 
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Q New 
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fulm... 
“A new approach 
to the reduction 
of intracranial 
pressure with 


Urea-Invert 
sugar” 
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AND TRAVERT®) 
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The clinical data presented in the film are taken 
from the case histories of more than 550 pa- 
tients who received urea-invert sugar solution 
[UREVERT'™] at the University of Wisconsin 
hospitals for a variety of cranial disorders. 

The use of Urevert to facilitate intracranial 
surgery in glioblastoma multiforme, optic nerve 
glioma, fronto-temporal meningioma, cerebellar 
astrocytoma and retrogasserian rhizotomy is 
illustrated. 

A comparison of Urevert with other hyper- 
tonic solutions demonstrates its superiority to 
such agents in reducing cerebrospinal fluid 
pressure and brain volume. 

For Your Group —showing of this 19 minute 
film may be arranged by writing to Medical 
Film Library, Travenol Laboratories, Inc., 
Morton Grove, Illinois. 
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Make the Surgeon’s Task Easier 
Brown Milled Surgeons’ Gloves by as EAR ZE “es a 


Before you order surgical gloves again, consider these facts. Deep in 


an incision, the maximum tactile sensitivity of Brown Milled Surgeons’ 
Gloves by Seamless assure unmatched ‘‘sightless seeing.’ Minimal 
radial bind across the knuckles and palm guarantees maximum com- 
fort. Equally important, their hypoallergenic property eliminates the 
possibility of latex dermatitis. These advantages make Brown Milled 
Gloves the finest general surgeon’s glove available today. Contact your 
Seamless representative for further information and samples. 
~~ 4 “ ¢ 
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